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PRACTICAL POINTS IN DIAGNOSIS AND for their families, and so they cannot afford time to 
ROUTINE TREATMENT OF | tackle the disease adequately. Some do not realise 


| the nature of the disease, for when weight increases 











PULMONARY TUBERCULOSIS.* | and a sense of fitness returns, they, against all advice, 

‘insist upon going home. Again, in other cases the 

By Peter W. Epwarps, M.B. Epry., friends see the patient with rosy cheeks, looking 

MEDICAL SUPERINTENDENT, CHESHIRE JOINT SANATORIUM, better than ever and perhaps doing some gardening, 

a. ban Ry A Eg a on and at once they demand his discharge saying there 
NANTWICH, CHESHIRE. — can be nothing wrong. 


This ignorance and the economic position of the 
laity lead to delay in diagnosis, delay in seeking 
It is a prevalent idea that sanatorium treatment | treatment, refusal of routine treatment, and to a 
is merely a matter of open air. This may be a true | curtailment of the sojourn in the sanatorium. 
description of some sanatoria; but most medical 
superintendents are agreed that the drawback to THE TUBERCULOSIS SERVICE. 
many sanatoria is over-much fresh air and that the It is quite right to stress the preventive aspect 
alpha and omega of successful treatment is rest, | of public health work, but it is wrong to ignore and 
properly applied and sedulously controlled. belittle treatment, which at present must be an 
The following are a few practical points in the | essential part of a full-orbed public health scheme. 
diagnosis and treatment of pulmonary tuberculosis | The wide outlook is shallow if efficient treatment is 
and a brief description of the routine at the Cheshire | not prominent, for imagination and sympathy are 
Joint Sanatorium. It is not claimed that this | still required in public medicine, and though the eye 
treatment “cures ’’; but there may be other reasons | be well practised in nature and great schemes of 
for poor results. prevention be adumbrated, let not our minds be 
bounded and mean. 
Delay in Beginning Treatment. Sanatorium sites are often badly chosen ; hopeless 
Like cancer and venereal disease pulmonary | buildings erected; poor equipment purchased and 
tuberculosis should be tackled early. Only 14 per | essential equipment despised; a man appointed to 
cent. of our cases arrive at the sanatorium within | the post and adequate assistance refused. He cannot 
three months of the onset of symptoms; a further | do the work, and so we get merely the semblance 
21 per cent. come within six months; 19 per cent. | of treatment. 
within twelve months, and another 22 per cent. The unsatisfactory conditions of service of many 
within two years. Alas, 24 per cent. do not come | tuberculosis officers and medical superintendents is 
until more than two years have elapsed. Our patients | the next cause of failure in our handling of the 
are classified according to Turban’s classification into | tuberculous. There are excellent tuberculosis officers 
Stadium 1 (15-6 per cent.), Stadium 2 (18-2 per cent.), | with commensurate facilities, and they are specialists 
and Stadium 3 (66-1 per cent.)—i.e., two-thirds are | of a high rank; but often tuberculosis officers are 
advanced cases of pulmonary tuberculosis. Again, | badly paid and denied laboratory and X ray facilities 
four out of five have tubercle bacilli in the sputum | and even clerical assistance, so that their time is 
on admission. wasted and their keenness is destroyed in filling up 
There is obviously something amiss; but in the | endless forms which would be more valuable if filled 
presence of such old-standing material it is useless | up by a clerk from competent data made available 
decrying sanatorium routine and its results. by the tuberculosis officers whose time should be 
Where is the weakness? We must conclude that | *Pent doing consulting work and not in office routine. 
somewhere there is a gaping hiatus and this hiatus| What has been said of the tuberculosis officer 
is the cause of most of the poor results; for the | #PPlies in all particulars to the medical superin- 
advanced case must once have been early, and early tendents. Even if they keep up to date in general 
tubercle is curable. Probably there are a number medicine and in the treatment of pulmonary tuber- 
of factors responsible for the hiatus—e.g., the economic culosis, whilst they have the consolation of work 
position and tlie prejudice of the lay people, the well done they have often nothing else. Committees 
stressing of prevention as though it were opposed | te0 commonly only demand a low figure for running 
to treatment, the conditions of work and pay of some | the institution and are contented therewith. 
physicians in the tuberculosis service, the scepticism | _ Before dealing with the general practitioner, 
of the general practitioner, and lastly, and most I will refer to our lack of knowledge, as research is 
important, the lack of knowledge. the —- ag sp “‘ Ses oe 
: . |in tuberculosis that need solving—e.g., housing 
ee — oe Sena | conditions are worse than ever; but pulmonary 
: y 'tuberculosis is on the decrease. Is this decrease 


pulmonary tuberculosis. Many of them spend their | M ; 

; : . m | due to the repeal of the Corn Laws? Is tuberculosis 
ssioure nouns in — be dy devtney mg manner and do |a disease of nutrition ? What is adult tuberculosis ? 
not indulge in sufficient air, exercise, and rest in their | = Seaneeiessenes Gf @ selaiesiion, or perhaps one 
age Al = i tb ggg Meee Pee | pa wee, | type is a recrudescense and another type a reinfection. 
ye a my pes steal the on ae a ace Is pulmonary tuberculosis infectious? What else 
o re ~ ae: See paysician | should be done in prevention f Would the provision 


up to the last moment; for they realise that they | , . : - 
: . P . of more beds in hospitals, sanatoria, colonies, and 
woe Fees Be See, See SNe elie geenibly ene perhaps in convalescent homes, be the surest foundation 


their employment. When in the sanatorium they : : é 
: | for all anti-tuberculosis work ? Research is the great 
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THE GENERAL PRACTITIONER. 

The general practitioner—what of him? He is 
the backbone of medicine, preventive and clinical. 
Yet in his training to-day the medical student is 
divorced from intimate contact with tuberculosis— 
a deplorable state of affairs. So much time is spent 
in gaining knowledge of abstruse laboratory tests, 
which he will never perform ; for all that he needs 
to know is when to call for and how to interpret 
the result’ of such tests; and rare medical diseases 
absorb an unequal proportion of his stay at the 
bedside. The teaching hospital has few or no beds 
for so common and serious a disease as pulmonary 
tuberculosis, and therefore we are not surprised that 
glaring phthisis, let alone its early manifestations, 
is not detected. The short course in tuberculosis 
given at certain centres does not meet the situation. 

Some general practitioners are against sanatoria, 
more are sceptical, a few have a pathetic optimism 
about the curative power of the sanatorium, and there 
is a variety of general practitioners, small in number, 
who has a pathetic faith in an adventurer—especially 
in the foreigner. This variety will hold public 
meetings, raise funds, and disturb Parliament for his 
foreigner’s sake. He will ignore, however, the 
findings of accredited scientists, both British and 
foreign. He does much harm, and forgets that there 
are plenty of physicians suffering from pulmonary 
tuberculosis who work and hope for the day when a 
real cure will be available. This generation apparently 
is still an evil and adulterous one, for no sign has been 
given unto us! The optimistic general practitioner 


finds an advanced case of pulmonary tuberculosis 
and insists upon sanatorium treatment, when really 
a hospital or nursing home would be the better 
place. Rightly, as I shall show later, the modern 
sanatorium has become more like a hospital ; 


but 
it is not for hopeless cases. 

The general practitioner who is against a sana- 
torium and the sceptical general practitioner, have 
probably been unaware of the type of case sent 
to the sanatorium and likewise they frequently 
confuse the issue. It is no argument against the 
sanatorium that the unfortunate patient must 
needs return to overcrowded home conditions and 
poverty. It is merely an argument for better social 
conditions—conditions probably improved more by 
political and industrial action than by any other 
means. Like Christianity, sanatoria have not failed, 
they have never been given a chance. 

May I make this plea to the adversary and the 
sceptic? Give the sanatorium a chance. Get it 
built on a proper site ; get an expert to advise on the 
buildings and the equipment, and give the physician 
who has to run it adequate assistance and finally 
supply suitable cases. 

POINTS IN DIAGNOSIS. 

As primarily the diagnosis and care of pulmonary 
tuberculosis rests with the general practitioner 
I stress the following points :— 

1. Suspect pulmonary tuberculosis if a cough 
persists more than ten days and pay attention to 
the history of your patient and the classical symptoms 
of pulmonary tuberculosis. 

2. When you suspect tubercle get, if possible, a 
positive diagnosis quickly, and should it happen the 
diagnosis cannot be made, treat the patient as 
tuberculous so long as you are in doubt. 

3. Remember the sputum, temperature, pulse. 
Seek sputum, have it examined and again seek more 
sputum and send it up daily; get special methods 
adopted for examining it. The very earliest lesion 





may produce tubercle bacilli. A few negative results 
may mean little; but do not insist upon a positive 
sputum before diagnosing pulmonary tuberculosis. 
Take the temperature. The temperature in an acute 
disease is readily and satisfactorily taken in a 
moment or two, but temperature taking in early 
phthisis demands time and needs to be taken 
accurately, whatever method is adopted. I prefer 
rectal temperatures and they are taken with an 
ordinary thermometer. Give the thermometer time 
to act, particularly if attempting to obtain an oral 
temperature. Record the temperature before exercise, 
immediately on completion, and after three-quarters 
of an hour’s rest. Take the pulse. Beware of the 
moderately rapid pulse. 

4. Do not place your trust entirely in percussion 
and auscultation. By all means inspect, palpate, 
percuss, and auscultate ; but if the result is negative 
and the patient is ill, think it possible that your 
tactile sense is poor and your hearing defective ; 
but, still. more, realise that even cavities may refuse 
to give signs on physical examination, and cavities, 
as will be shown on the screen, may develop in a 
few months. Remember a recent onset may show 
no physical signs and yet mean extensive involvement 
of lung. 

5. Radiograph your patient and insist upon a 
technically satisfactory picture. I do not maintain 
that the Coolidge tube has ousted Laennec’s ; but I 
do insist that the chest has not been examined if a 
technically perfect radiogram is not available, and I 
go further and say that the earliest radiological 
evidence is found only in good stereographical 
photographs. The stereo is not a luxury. It gives 
information earlier than the flat film and, in special 
cases, information that can only be obtained by a 
series of flat films. 

The diagnosis of pulmonary tuberculosis may rest 
upon symptoms alone, or a suggestive history is 
obtained and tubercle bacilli are found, without 
symptoms and without physical signs. Usually, 
however, before the appearance of tubercle bacilli, 
the stereogram reveals the focus, later this focus 
is seen on the flat film and, unfortunately, it is still 
later before the old methods of physical examination 
help—i.e., on clinical examination the lesion is not 
found or appears limited but X ray shows it to be 
more extensive and alas, autopsy reveals it as a 
massive infection. 

In a word, pending diagnosis, treat your patient as 
tuberculous, let the history and symptoms be your 
main guide, hunt the sputum again and again, 
take the temperature and pulse, do a thorough 
clinical examination repeatedly, and get a good 
radiogram. 


Management of Patient at Home. 


The diagnosis having been made, interest in the 
patient should be redoubled. To him who believes 
sanatorium methods useless, I dare not speak; but 
upon the sceptic and the optimist, I urge that the 
patient be put to bed in a room with door and windows 
open, even though the house be small and in a crowded 
area, put your patient to bed and never mind how 
he feels. Keep him in bed and keep him cool. Teach 
him to rest and to scrap most of the bed-clothes, for 
you will save valuable time by this method. Early 
disease demands absolute rest, and even talking is 
working and his friends must appreciate this though 
it will be difficult to get this simple remedy adopted. 
Teach that walking about and loafing in the park 
looking for fresh air is entirely wrong. Instruct in 
simple hygienic methods and endeavour to see that 
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they are carried out. Encourage a wholesome 
diet and banish faith in excessive quantities of fats. 
Recommend that the length of stay in the sana- 
torium should be at least nine months—the earlier 
the case the more important the length of stay. 
Keep a sharp lookout on all contacts and be glad if 
all are negative. Watch the families, since probably 
the best way to escape tuberculosis is by reasonable 
food, rest, and air. These are methods of treatment, 
and possibly the best methods of prevention, within 
the family. 

On the discharge from the sanatorium the patients 
are in different classes. There are those who cannot 
work, those who can work under ordinary conditions, 
and those who should work under sheltered condi- 
tions—preferably in a colony similar to Papworth. 
Pity the “can’t works,” for they are poles apart 
from the “ won’t works,” and encourage them to the 
end. Better if possible to encourage them as their 
strength fails to seek the shelter of a suitable hospital. 
In those who can work foster restful and reasonable 
living, countenance work and discourage idling and 
help them to spend their off-time well. The dangerous 
hours are the free hours. I have come to fear six 
to ten o’clock at night. These are the risky hours 
for the tuberculous. Cinemas, public houses, churches, 
the home fire, all should be banned. The home fire ? 
Yes! It is then the atmosphere resembles Central 
Africa in humidity and stillness of air; then that 
talking gives place to laughter and laughter to 
coughing and its attendant perils. The patients are 
in jeopardy, so teach the friends this and let the 
patients, for a couple of years at least, after leaving 
the sanatorium, develop a quiet handicraft at these 
hours in the bedroom, under conditions of moving 
air and rest, and thus save themselves from 
unnecessary hazards. 

Some of the women patients, unfortunately, 
will become pregnant. As with marriage, so with 
pregnancy, advice is sought and rarely followed. 
This is a serious problem, for it is idle to pretend 
that pregnancy is a normal physiological process 
under civilised conditions, and the tuberculous 
pregnant woman is in grave danger. We all know 
some who have weathered labour successfully ; 
but we know hosts who have become wrecks. 
I recommend an early therapeutic abortion ; failing 
this a Cesarean section at term and send the mother 
back to the sanatorium as soon as possible, since a 
babe in the household means no rest for the mother 
and. tuberculous mothers must have rest. Ideally, 
there should be special sanatoria for pregnant women, 

If a slight ailment intervenes—such as a cold— 
treat it by strict bed. The tuberculous also are 
liable to all other ills. 





The Sanatorium. 


Type of case.—Granted that the temperament 
is right, doubtful, early, acute, and extensive cases 
should be sent to the sanatorium ; but it is uneconomic 
and unkind to send very advanced cases. 

The aim.—The sanatorium aims, firstly, at educating 
the patient in a correct mode of life and in simple 
hygienic precautions ; secondly, at developing in the 
patient a correct mental attitude towards the disease ; 
and thirdly, at rendering him symptomless, his 
sputum negative, and his sedimentation rate normal. 

Classification at the end of treatment.—On discharge 
patients are classified into three groups: Quiescent, 
Improved, and Worse. Quiescence means the absence 
of symptoms and signs, except those compatible 
with a healed lesion, and that the sputum, if present, 





has been negative over a period of three months. 
Patients are not discharged as “arrested” or 
“cured.” The former term is reserved for those 
who have been quiescent for two years and the 
latter term for those who remain arrested for a 
further three years. 

Routine.—The first thing is to verify the diagnosis 
and assess the case. A complete history is obtained, 
and to help in this important matter the patient 
fills up a form which serves to stimulate his memory, 
and this form is given to the medical officer in charge 
of the case when he comes to take the history. An 
accurate history is indispensable, and it should be 
entered fully in chronological order and be a record 
of which the medical officer is justly proud. The 
symptoms are likewise entered. Patients are often 
as unaware of their symptoms as of their history—e.g., 
cough becomes a habit and dyspnea tolerable and 
unnoticed. Therefore, the nurse’s help in this sphere 
is valuable. Respiration, pulse-rate, and tempera- 
ture are taken every four hours—the temperature 
per rectum. The sputum is collected and measured. 
The weight, when stripped, the height, and the 
blood pressure are taken. The physical examination 
is comprehensive and naturally takes in all organs, 
and in order to remember axilla we have charts 
of them as well as the usual charts of the thorax. 
Particular attention should be paid to the orifices— 
nose, mouth, and ears, and the larynx is always 
examined. 


SPECIAL METHODS OF EXAMINATION. 

Radiographic examination consists in screening and 
in obtaining suitable pictures. Screening, when the 
eyes are fully accommodated, is a definite gain. 
It will show movements and give a general idea of 
all parts of the chest. If little abnormal is seen, a 
pair of stereophotographs is demanded ; if something 
unusual is seen—e.g., a cyst, a growth, or an aneurysm 
—photographs in specified planes may be ordered. 
The radiograms need to be “shot ” in such a manner 
that another one can be taken at any future time, 
under precisely the same conditions, and therefore, 
in each case, a record of all constants is kept. An 
addition or reduction in body-weight will be the only 
variant and calls for an alteration in kilovolt peak 
only. 

The laboratory.—A sample of wrine is examined. 
A specimen of sputum is obtained in an ice-cream 
carton with a press-down lid. This container is 
cheap and guarantees the absence of tubercle bacilli 
from contaminants. If the specimen is negative 
to the usual Ziehl-Neelsen’s test on thrée successive 
days, a seventy-two hour collection of sputum is 
obtained for gasolene concentration and if it is still 
negative an attempt is made to culture the bacilli 
on special media. The culture method has positive 
advantages : it is cheaper than guinea-pig inoculation 
and the result is known in about ten days. Some 
patients will not produce sputum and an effort is 
made to obtain this when examining the larynx. 

The patient’s blood is the laboratory’s next concern 
and the rate of sedimentation is estimated. There 
are different methods, and the one we use is akin to 
Westergren’s. The tubes are always at the same 
temperature and the readings are made at the end of 
each hour up to five hours and then after twenty- 
four hours and the result graphed. I should say 
here that the sedimentation rate is of high value in 
prognosis and if all else appears normal and the 
sedimentation rate is rapid, beware! It is desirable 
that a Wassermann test be done as a routine. We do 
a differential blood count on special cases only. 
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Dental surgeon.—All patients are seen by the dental 
surgeon who then undertakes any necessary treatment. 

The clinic.—During the first fortnight the patient 
is in bed. By this time the mental attitude of the 
patient is probably known, for it is futile to ignore 
the mental side; chronic disease produces a chronic 
mental outlook and usually the consumptive has 
not been taught to be a consumptive and to accept 
life upon the terms upon which it is offered and 
therefore much is unintelligible to him. At the end 
of this fortnight the patient is brought to the clinic 
and all data are checked by the medical superin- 
tendent and his colleagues. Usually this means 
some slight alteration in the history and then the 
medical officers examine the patient together, and the 
findings—often composite—are put on the diagrams 
and these are correlated with the laboratory and 
X ray findings. After consultation, treatment and 
if necessary further special methods of investigation 
are prescribed. 

Special tests.—The special method of further 
investigation may be by exercise, temperatures, 
tuberculin test, guinea-pig inoculation, blood counts, 
and by lipiodol—a valuable aid in differential diagnosis. 
The exercise test guides us as to activity. The 
tuberculin test, if negative, definitely excludes 
tuberculosis ; if positive, it may occasionally give 
information about activity in the suspected focus. 
The guinea-pig inoculation is not called for so often 
now that concentration and cultural methods are 
being perfected. Lipiodol gives satisfying results in 
bronchiectasis, frequently not even suspected, and 
in new growths and abscess. I give lipiodol by the 
crico-thyroid route. Beforehand the patient is 
tested for iodism and thirty minutes before the 
injection of lipiodol he is made to cough up all sputum, 


given morphia and atropine and placed on the X ray 
couch with a loaded cassette beneath. A local 
anesthetic is given, the oil is injected, the patient 
tilted to left and right and the shoulders drooped 


a shade during the injection. The film is exposed 
and at once the patient is screened and if sufficient 
oil is in, a stereo in the upright position is taken. 
There are few after-effects; but a cathartic is 
administered. 

The sanatorium ought perhaps to have a 
bronchoscope. 

Treatment. 


The further treatment prescribed for the patient 
may be traditional sanatorium routine, taberculin, 
sanocrysin, collapse therapy, or a combination of 
these methods. 

TRADITIONAL ROUTINE. 

Where possible, the traditional routine is applied 
to all cases. Treatment is controlled by accurate 
temperature and pulse record. The physician visits 
the patient daily, but valetudinarism is eschewed. 
Meals are regular and ample, and snacks are abolished. 
Air is abundant, but protection recommended. Rest 
is the keynote, for the better the rest the better the 
chance of recovery ; and so lights are out by 8 P.M., 
and no routine nursing duties may begin until after 
7 a.M.—eleven hours of quiet! This means untidy 
wards for the 9 a.m. round, yet what does that 
matter? Patients are more important than doctors 
and matrons. Strict rest for an hour before meals 
is enforced and the “cure” hours—ten to twelve 
and two to four—are rest hours for bed patients. 
Bed or absolute rest is enjoined until symptoms, 
temperature, and pulse warrant an advance. 
‘Hurry slowly’ is the best method. The diurnal 
swing of the temperature should not exceed one 





degree and its acme be not above 98-6°. The pulse 
rate should not exceed 86; but, of course, there are 
occasional exceptions. 

Ultimately patients are allowed up for one hour, 
and hour is added to hour until the patient is up for 
four hours, when occupational therapy—a_ handi- 
craft—commences. When the patient is up all day, 
walks, games, and work are prescribed and this grading 
of the patient should be zealously performed and must 
cover games. The occupational therapy is insisted 
upon, for there is nothing to equal it in maintaining 
hope and the habit of work. Idling is as bad 
physically as it is morally. When the patient can 
do about six hours’ work easily, is symptomless, 
with weight above normal, the sputum negative and 
the sedimentation rate normal, discharge is recom- 
mended, for this is quiescence. Many of the present 
type of case never attain to this and are discharged 
to their home or hospital as ‘‘ improved ” or “‘ worse.”’ 

Each month the patient is re-examined by the 
medical officer and the sputum tested. Every two 
months, in addition, the sedimentation rate is graphed 
and at the end of three months a further radiogram' 
is taken and the case reviewed completely at the 
clinic. At this review special attention is paid to 
the state of the sputum, the sedimentation rate 
graphs, and the X ray films. 


SANOCRYSIN. 


Occasionally I use tuberculin; but apart from 
saying that I still think this is a dangerous remedy, 
I pass to another dangerous drug—viz., sanocrysin 
—a double salt of gold prepared by Mollgaard, of 
Copenhagen. I have formed a very high opinion 
of the drug and use it in recent exudative cases, 
chronic cases with a recent exacerbation or spread, 
in artificial pneumothorax cases where the opposite 
side is diseased already or flares up during treatment 
and, though of lesser value, in chronic cases of fibrotic 
character with persistent tubercle bacilli. I think it 
useless in the face of an uncontrolled cavity and 
it should not be given when renal and intestinal 
complications are present. 

This drug is given intravenously twice weekly, 
and the patient is kept in bed for the whole course, 
which takes about eight weeks. I use small doses, 
and the laboratory keeps a sharp look-out on the 
liver and kidney by means of a daily liver function 
and a delicate albumin test. The excretion of the 
drug is slow, and therefore we allow eight weeks’ 
interval between two courses, and the second course 
is given only if there is radiological evidence of clearing. 
The dangers are those of administering a heavy 
metal. 

All cases given sanocrysin by us were Turban 3 
—that is, advanced and many hopeless, and nearly 
all had tubercle bacilli in the sputum. In one series, 
followed up, both immediate and after-results are 
superior to sanatorium treatment alone, and the 
striking feature is not merely the alteration in the 
character of the tubercle bacilli but their disappearance 
from the sputum. For example, if we take cases 
treated by all methods, including sanocrysin, tubercle 
bacilli disappear in 39 per cent., whereas in cases 
treated by sanocrysin alone they disappear in 58 per 
cent., and we know from all sanatorium statistics 
how much better the after-results are when the 
tubercle bacilli are eliminated from the sputum. 
Despite the very advanced type which we treated 
by sanocrysin we get, after two years, the same 
excellent results in cases where cavities were 
controlled by other means, as in the cases who had 
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extensive trouble but no cavities—viz., 93-75 per cent. 
are alive, 69 per cent. are actually at work. This 
result in the worst type of case must suffice to demon- 
strate the value of sanocrysin, as space prohibits 
a complete analysis in this paper. 


COLLAPSE THERAPY. 


The aim of collapse therapy is to apply rest to 
the diseased part so that toxemia may be controlled 
and healing promoted. Some simple methods of 
resting the diseased lung are efficiently strapping the 
side, firmly bandaging, applying sandbags, and for 
the patient always to lie upon that side. Some of 
the special methods are artificial pneumothorax, 
phrenic avulsion, and thoracoplasty. 


ARTIFICIAL PNEUMOTHORAX. 


Artificial pneumothorax is the method of choice. 
The rapidity with which a patient improves and the 
excelient after-results have established artificial 
pneumothorax as the greatest advance in the treat- 
ment of pulmonary tuberculosis. 

A gas, usually atmospheric air, is passed into the 
pleural cavity at a known pressure, which is made 
possible by an apparatus that first measures the 
air given and records the pressures by a manometer. 
I do not propose going into questions of instruments 
and technique. The air is absorbed at different 
rates by different patients and so refills of air have 
to be given. The aim is not to compress the lung 
against the root, but to collapse the diseased portions 
and so put them out of action and permit partial 
but sufficient rest to abolish symptoms. This is the 
optimum pressure. I believe in giving small quanti- 
ties of air, about 300 ¢.cm. and frequent refills if 
necessary, 60 that the lung rest is kept fairly constant. 
The pleura in time becomes more and more impervious 
to air and refills therefore less frequent. The treat- 
ment may have to be maintained for three or more 
years, but of course, the patient is an out-patient, 
and yet this long treatment is really the shortest 
treatment I know for pulmonary tuberculosis. 

The indications for artificial pneumothorax are 
numerous. The classical case is the one-sided case, 
but I rarely see this type and my indications have 
been extended to include the very advanced and 
progressive cases, nearly all patients with cavities 
and hemorrhages and laryngeal involvement. The 
limited lesion, if there be no cavities, is exempt 
from this treatment. It is sometimes applied 
simultaneously to both sides, sometimes to one side 
first, and later to the other. 

There are some operative dangers—e.g., pleural 
shock and air embolism—but these are surely rare, 
fo: in my 1100 artificial pneumothorax patients 
I have not as yet met them. There are complications, 
particularly fluid, and this, in my opinion, is more 
than a nuisance and demands removal by air replace- 
ment and the pleural cavity bathed with methylene- 
blue, acriflavine, or alepol. There are difficulties, 
such as a mobile mediastinum and pleural adhesions, 
which demand special methods such as oleothorax 
and cauterisation respectively. 

In the control of artificial pneumothorax I think 
radiography is essential, though without X ray 
control the treatment is possible, but undesirable. 
The screening of a case at each refill gives much more 
information about the diseased side than a photograph 
does ; but a radiogram is needed at least every three 
months to give data about the uncollapsed side. 

When artificial pneumothorax patients are 
discharged from the sanatorium, they once again 
come under the practitioner’s supervision. They 





should be encouraged to observe sanatorium routine 
and to continue with refills. If a sudden temperature 
develops, suspect fluid, even pus ; but do not interfere 
until symptoms demand it, and if possible, send such 
cases as emergencies to the sanatorium. Should this 
be impracticable, spare the ribs at first and remove 
the fluid with a Potain’s or other aspirator, and 
to do this place the patient in a sitting position. 
Gain entrance high in the axilla with the cannula 
and dip it downwards to the diaphragm. Introduce 
an ordinary 5 c.cm. syringe needle into the pleural 
cavity above the cannula and lightly plug it with 
cotton-wool. This needle allows air to enter as fluid 
comes off. To leave fluid untouched when distress 
occurs may lead to such a pressure that both an 
external and a broncho-pulmonary fistula may result 
—grave complications. 

If there is sudden gross dyspnea and distress, 
suspect spontaneous pneumothorax; the physical 
signs when such a condition is superimposed are 
so protean in character that they cannot be hinted 
at here. Act upon suspicion and insert a 10 ¢.cm. 
syringe needle into the affected side and if necessary 
play upon it—i.e., as the patient breathes keep a 
finger on the lumen of the needle for inspiration and 
off it for expiration. Spontaneous pneumothorax, 
however, May occur in the opposite side when the 
physical signs are more obvious and similar emergency 
treatment should be given. 

Occasionally bronchitis or pneumonia may 
supervene on the contralateral side. The new 
condition should be treated on the usual lines, and if 
acute symptoms occur one should resort again to the 
10 c.cm. needle on the pneumothorax side. 

When is the pneumothorax to be abandoned ? 
Unfortunately, many will obliterate too early. The 
time to abandon the others is not a matter of empiri- 
cism, but of trial under careful control. Excellent 
if the patient can be readmitted to the sanatorium 
for the trial but this is rarely done. When it is 
resolved to abandon, the interval of refill is extended 
and the patient encouraged to report any return of 
symptoms and the physician to seek for the return of 
signs. Please weigh your patient weekly at this 
critical time and question him closely, and if your 
trained eye notices anything amiss kindly report it, 
for the tuberculous is anxious to finish his treatment 
and often prepared to run the risk. ‘‘ Look around 
the habitable globe and see how few know their 
own good or knowing it pursue.” 

If artificial pneumothorax fails it is usually because 
of pleural adhesions. This happens in 20 per cent. 
of my cases, and in order to give an impression of 
the after-history I must be content with saying that 
only 9 per cent. of these cases are at work and even 
these all had a phrenic avulsion. In patients, on the 
other hand, with a useful collapse, surely comparable 
or control material, 46 per cent. are at work. I do 
a phrenic avulsion on the pneumothorax side as a 
routine, unless it has been necessary to perform it 
on the opposite side, as it gives additional rest, 
spreads out refills, and limits the size of the hemi- 
thorax—a desideratum to save stress on fibrous 
tissue when the pneumothorax is obliterated. 


PHRENIC AVULSION. 

This is the operation of removing the phrenic nerve in 
its entirety. Simple section of the nerve is inadequate 
because more than 25 per cent. of all people have an 
accessory phrenic which would still activate the 
diaphragm. Under local anmsthesia, the nerve 
is sought through a half-inch incision in the neck, 
gripped, the proximal end cut, and then, by traction 
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-and twisting, pulled out—if possible in its total 
length, and aiming to remove at least 10 cm. and so 
be sure of destroying the accessory phrenic. 

Phrenic avulsion, or a “ phrenic ” as it is familiarly 
called, I perform in almost any case with extensive 
trouble, and it is my stand-by in the artificial pneumo- 
thorax failures. It may be performed on one side 
and a pneumothorax on the other. It is normally 
undertaken before a thoracoplasty, and is useful to 
relieve persistent symptoms—e.g., cough, hiccough, 
and pain—and it may be performed as a last resort. 

The result of a successful ‘‘ phrenic ”’ is to paralyse 
the diaphragm which then rises steadily for at least 
four months to a variable height, occasionally as high 
as the third rib in the mid-axillary line. The diaphrag- 
matic muscle atrophies. The flaccid diaphragm may 
have paradoxical movement due to a “push up’ 
by the abdominal viscera as the normal diaphragm | 
descends, but the flaccid diaphragm is always high. 
Cough is easier and, whichever side is paralysed, 
there is no interference with the act of defxcation 
and rarely, if ever, disturbance of stomach function. 

I value phrenic avulsion highly and the results 
have been much better than I anticipated—e.g., 
75 per cent. of cavities are affected as against 12 per 
_ cent. of sanatorium routine. But I do not resort 
to the operation in early cases, neither do I think it 
the method of choice, except for nervous and mentally 
deficient people who would not face an artificial 
pneumothorax with equanimity. 





THORACOPLASTY. 


This is the name that covers a variety of operations | 


for the removal of ribs, so that the underlying lung 
may be collapsed. The thoracoplasty may be partial 
or complete according to the number of ribs removed. 





The good surgeon plans his operation to give the 
desired collapse. In some cases a few ribs will suffice, 
in others six or seven, and in others all will have to be | 
resected. I shall not describe any of the operations. | 
A complete thoracoplasty is a serious operation with 
a 5 per cent. mortality, but tuberculosis is a serious 
disease, and as the technique of the operation is 
steadily improving, so the operative mortality is 
lessening. If all cases were found when early it 
would mean very few artificial pneumothoraxes 
and phrenic avulsions and still fewer thoracoplasties. 
Since, however, patients once early and curable, 
for one reason or another become advanced somethin, 
must be done, for we know the fate of the untreat 


| 





and advanced consumptive. 

Thoracoplasty must not be done too early nor yet | 
too late and never as a last resort. Artificial pneumo- 
thorax impracticable, phrenic avulsion insufficient, | 
the only alternative in a suitable case is a well- | 
planned thoracoplasty and it should not be recom- 
mended until then. 

The selection of the case demands the greatest 
discrimination. A patient should usually not exceed 
45 years of age and the heart muscle must be | 
irreproachable. The opposite lung should be sound, 
though a little healed trouble may be ignored. The 
lung should show definite evidence of fibrosis and the 
exudative type is unsuitable. I recommend for the 
operation the patient faced with chronic invalidism, 
the one with a persistent positive sputum, he who 
has a thick walled cavity, a spontaneous pnéumo- | 
thorax with a patent opening or a. tuberculous 
empyema. Persistent positive sputum is a danger 
to the patient and possibly to others. A thick 
walled cavity may be evidence of chronicity, but it 
must be collapsed. Tuberculous empyema’ rarely | 
- subsides with irrigation. 
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necessary let it be done anteriorly, so that the field 
is left clear should a thoracoplasty be advised. 

Remembering the gravity of the case submitted 
for thoracoplasty the results are amazing — 38 per cent. 
are cured and a further 20 per cent. are alive. In 
England many patients die for the want of a thoraco- 
plasty, for too few physicians recommend the operation 
and too few surgeons undertake it. 





THE PECTEN: THE PECTEN BAND: 
PECTENOSIS AND PECTENOTOMY.* 


By A. LAWRENCE ABEL, M.S. Lonp., F.R.C.S. ENG., 


SURGEON TO THE PRINCESS BEATRICE HOSPITAL AND TO THE 
GORDON HOSPITAL FOR RECTAL DISEASES; ASSISTANT 
SURGEON TO THE CANCER HOSPITAL AND TO 
THE WOOLWICH MEMORIAL HOSPITAL. 


THE ‘“pecten”’ is the name given by Stroud! in 
1896 to approximately the middle third of the anal 
canal. The anal canal is the portion of the alimentary 
canal which leads from the lower end of the rectum 
to the exterior. It commences in both male and 
female at the level of the median borders of the 
levator ani muscles. In the male it is opposite the 
inferior part of the prostate. In a state of repose 
the anal canal is a slit-like passageway, kept closed 
by the compression of its upper end by the levator ani 
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muscles, and below these by the compression of the 
internal and external sphincter muscles. During 
defecation it becomes oval in shape and shorter. 
Its normal length is one and a half inches, and its 
antero-posterior diameter three-fourths of an inch. 
| The direction taken by the anal canal is downwards 
and slightly backwards in a line drawn from the 
umbilicus to the anal aperture. 


INTERIOR ANATOMY OF ANAL CANAL. 


When an examination of the interior of the anal 
canal is made, about half an inch up from the anal 
verge, a distinct white line is seen (Fig. 1). This was 
first described by Hilton* in 1863, who says : 

“A white line, which in the living sub: surgeo 
can recognise, shows the junction of the Shite ond the — <a 
membrane. That white line corresponds exactly to the 
lineal interval between the external and internal sphincter 


muscle. It is an important landmark, exact and truthful, 
so that it can be relied upon.” 


Below the level of Hilton’s “‘ white line,” the anal 
canal is lined by squamous epithelium, indistinguish- 
able from ordinary skin, and the white line is often 
referred to as the muco-cutaneous junction. 
Immediately above Hilton’s white line is an area 


varying in breadth from one-eighth to one-third of 
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an inch, the colour of which is intermediate between 
that of the skin and the mucous membrane of the 
rectum. Stroud has given this zone the name of 
the “ pecten,’”’ because arising from its upper edge, 
like the teeth of a comb (Latin, pecten), are the ana! 
papilla, which are continuous above with the columns 
of Morgagni, or column2 The epithelium 
covering the columns of Morgagni is of the columnar 
variety similar to that of the remainder of the intestine. 
At the bases of the columns of Morgagni on the anal 
papillz the columnar epithelium undergoes a change, 
and becomes transitional stratified epithelium for a 
distance of about a quarter of an inch, becoming 
squamous epithelium immediately below Hilton’s 
white line. The bases of the anal papille are connected 
by a number of faintly marked irregular semilunar 
folds, which are known as the anal valves. These 
form a number of small pockets, or sinuses, between 
the vertical columns, and are known as the crypts of 
Morgagni. In other words the upper two-fifths of 
the anal canal is occupied by the columns of Morgagni 
covered by columnar epithelium. Approximately the 
middle one-fifth is the pecten. In a normal subject 
this has a glistening appearance, is quite smooth, and 
is almost entirely devoid of sweat glands. Above it 
is bounded by the wavy dentate or pectinate line 
caused by the anal papillz, and below by Hilton’s 
white line. The lower two-fifths of the anal canal is 
lined by squamous epithelium. 

The importance of this portion of the anal canal 
may be judged by the statement of Pennington,’ who 
estimates that 85 per cent. of all proctological diseases 
occur in this area. 

DEVELOPMENT. 

The pecten marks the union of the proctodeum 
and the hind gut. The part below the pecten is 
formed by an ectodermal depression named the 
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from sections kindly lent by Dr. Cuthbert Dukes. 


proctodeum ; the part above this line is formed 
from the hind gut. The part of the hind gut caudal 
to the allantois is frequently termed the cloaca, 








and in the early embryo it is separated from the 
ectoderm by the cloacal membrane. The part of 
the cloacal membrane which separates the rectum 
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from the ectodermal pouch or proctodeum is known 
as the anal membrane. During the fourth month of 
intra-uterine life the anal membrane ruptures and so 
the rectum and anal canal communicate. Non- 
perforation of the normally formed anal membrane 
situated at the level of the pecten constitutes one of 
the varieties of imperforate anus. 


EXTERNAL RELATIONS. 

Immediately to the outer side of the pecten is the 
slight depression between the internal and external 
sphincter muscles and the lowest fibres of the internal 
sphincter (Fig. 2). Below and to the outer side of 
the pecten can be felt the external sphincter muscle. 
Above and more laterally the fibres of the levator ani 
muscle and the outer longitudinal fibres of the bowel 
wall blend together and pass downwards in two 
portions : (1) through the external sphincter, dividing 
it into two portions, superficial and deep ; (2) lateral 
to the muscle forming an external capsule for it. 

Above the level of the pecten lies the internal 
sphincter muscle, composed of a thickening of the 
inner circular layer of fibres of the intestinal wall. 


VASCULAR SUPPLY OF THE PECTEN. 

Terminal arterioles and capillaries of the superior, 
middle, and inferior hemorrhoidal arteries reach the 
submucosa of the pecten (Fig. 3). Accompanying 
these are their corresponding vene comites. The 
superior hemorrhoidal arteries and veins are the 
most important because of their relation to internal 
hemorrhoids, and because they occupy constant 
positions in relation to the circumference of the anal 
canal. From the superior hemorrhoidal artery arise 
two primary branches, a right and a left. The right 
branch penetrates the muscular coat, and after 
entering the submucous tissue divides into an anterior 
and a posterior branch.. The anterior branch passes 
downwards in the right anterior quadrant of the 
rectum, and never gives off any further branches. 
The posterior branch passes downwards in the right 
posterior quadrant and on its way gives off two 
branches: an anterior, which runs down in the middle 
of the right side of the anal canal, and a posterior, 
which downwards in the midline posteriorly. 
On the left side the artery after piercing the muscular 
coat, passes downwards in the middle of the left side 
of the anal canal. It remains single until near its 
termination, when it gives off two branches, an 
anterior, running downwards in the middle of the 





left anterior quadrant, and a posterior, running in 
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the middle of the left posterior quadrant. Very 
rarely the left anterior branch of the left branch of 
the superior hemorrhoidal artery gives off a further 
branch which lies in the anterior portion of the anal 
canal. The main branches of the superior hemor- 
rhoidal artery, together with their accompanying 
ven comites and venous plexuses, take part in the 
formation of what are called primary hxmorrhoids, 
which are therefore situated in the right anterior, right 
posterior, and left lateral aspects of the anal canal. 
Branches of these main branches give rise to the 
secondary h#morrhoids—namely, from the right 
posterior artery; right lateral and posterior secon. 


Fig. 4. 
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dary hemorrhoids ; from the left lateral ; left anterior, 
left posterior, and very rarely anterior secondary 
hemorrhoids. No secondary hemorrhoids arise from 
the right anterior main branch. 

Thus if all possible hemorrhoids are developed 
the pecten marks the lower limit of three primary 
and five secondary hemorrhoids. 

The pecten also marks the dividing line between 
the superior hzmorrhoidal vessels above, and the 
inferior hemorrhoidal vessels below (Fig. 4). That 
is to say, the small vessels in the submucosa of the 
pecten communicate with both the portal and systemic 
circulations. 

Intero-external piles are a varicose condition of 
both superior and inferior hemorrhoidal plexuses 
united together by a varicose condition of the 
communicating veins in the submucosa of the pecten. 

Below the level of the pecten lies a venous ring, 
the inferior hemorrhoidal plexus, which is formed by 
numerous small vessels arising from the submuco- 
cutaneous tissue, situated at the level of Hilton’s 
white line. The majority of these twigs pass super- 
ficial to the external sphincter while others pass 
between its superficial and deep portions. Running 
beneath the mucous membrane of the pecten are a 
number of small veins which form the communication 
between the superior and inferior hemorrhoidal 
plexuses. These small veins are apt to become 
dilated by constant straining, and when one is 
ruptured it forms the so-called ruptured external 
pile, often erroneously called the thrombotic pile, 
the more modern term for which is ‘‘ hematoma ani.” 
If suppuration occurs in one of these veins, a fistulous 
track may be formed which may be either entirely 
internal to the external sphincter, or may lie between 
ite superficial and deep portions. The middle 
hemorrhoidal plexus of veins lies on the outer surface 
of the rectum immediately above the levator ani 





muscle. A few small vessels from the superior 
hemorrhoidal plexus communicate with the middle 
hemorrhoidal plexus through the internal sphincter 
muscle. 

NERVE-SUPPLY OF THE PECTEN. 

The pecten is also the dividing line between the 
cerebro-spinal and sympathetic nerve-supply of the 
anal canal and rectum. The pecten and the anus 
are supplied by means of cerebro-spinal nerves from 
the third, fourth, and fifth sacral nerve. A large 
proportion of the terminations of these nerves end 
in the anal papille of the pecten. These papillx, 
which are peculiar to man, consist chiefly of nerve- 
fibres and ganglion cells. Most observers consider 
that these papille constitute an accessory sense 
organ of a higher degree of development than the 
rest of the pecten. The whole of this area is very 
sensitive to pain. 

Above the region of the pecten the anus and rectum 
are supplied through the sympathetic nerves in a 
manner similar to that of the rest of the intestine, 
and sensation to pain is almost entirely absent. 


LYMPHATICS OF THE PECTEN. 

The pecten is also the dividing line between the 
somatic and visceral lymphatics. Distal to the 
pecten the lymphatics drain into the inguinal nodes, 
while proximally they drain into the sacral and 
lumbar lymph nodes. 

The lymphatics from the pecten form a plexus 
situated in the submucous plane and in the inter- 
muscular plane. Efferents from these communicate 
with three groups : (1) the lymph sinus of the rectum, 
situated outside the external muscular coat of the 
rectum ; (2) the subcutaneous peri-anal lymphatics, 
efferents of which pass either immediately beneath 
the skin or between the superficial and deep portions 
of the external sphincter muscle ; (3) directly laterally 
between the two sphincters, through the fatty tissue 
of the ischio-rectal fossa to reach Alcock’s canal. 

This leads me to mention the types of fistule, the 
internal openings of which are situated in the pecten. 
The internal opening of a blind internal subcutaneous 
fistula is situated at the lower edge of a fissure, which 
lies as a rule on Hilton’s white line. The same is 
true of the internal opening of a complete sub- 
cutaneous fistula. A blind internal submucous 
fistula has its internal opening in the pecten, as does 
also a bilateral submucous fistula. The blind 
internal intramuscular ano-rectal fistula also has its 
internal opening about a quarter of an inch above 
Hilton’s white line. All blind internal and complete 
subsphincteric fistule, and blind internal and complete 
ischio-rectal fistule, have their internal openings in 
the pecten. 

FOCAL INFECTION. 

The anal crypts of Morgagni, which form part 
of the pecten, form little saccules in which bacteria 
and small foreign bodies may lodge. Here also open 
the mouths of the submucous and intermuscular 
glands described by H. A. Harris‘ and Sir Charles 
Gordon-Watson. Irritation in the region of the 
Seog causes tenesmus and neuralgia of the rectum. 

t is customary to classify diseases proximal to the 
pecten as ‘visceral diseases,” and those distal as 
“‘ perineal.” Pennington believes that in this area 
toxins may be given off from the lodged bacteria, 
and disturbances of reflexes originate at this level, 
and perverted function of the intestine may also be 
initiated. He also points out that diseases peculiar 
to the epidermis occur distal to the pecten but not 
on the proximal side. Diseases peculiar to the mucosa 


are found only on its proximal side. 
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The pecten also marks the proximal boundary 
of pruritus ani, and is the dividing line between 
external and internal hemorrhoids. Infection in 
this region may travel either via the portal or the 
systemic, or both, venous systems. 


THE SPHINCTERS. 


The two sphincters of the anal canal are true 
sphincters, and the act of defecation is performed 
mainly under the influence of the parasympathetic 
portion of the autonomic nervous system. Stimula- 
tion of this produces effects directly the reverse of 
those resulting from stimulation of the sympathetic 
portion. The physiological processes which take 
place on sympathetic stimulation are an inhibition 
of peristalsis and spasmodic contraction of both the 
sphincters of the anus. 

Throughout the animal world these occur during 
muscular exercise, especially during the search for 
food and in mortal combat ; and in human beings at 
times of mental concentration, especially when 
accompanied by worry or grief. The  para- 
sympathetic nervous system, on the other hand, 
should come into play at a time of both physical 
and mental repose, when the function of the 
sympathetic portion is relatively in abeyance. The 
effect of the ingestion of food into the stomach 
causes a gastro-colic reflex which normally only 
takes place once a day immediately the first meal 
of the day is ingested. This originates active 
peristalsis of the large intestine, and relaxation is 
brought about, first by the direct action of the 
longitudinal fibres, and secondly by a diminution 
of the tone of the sphincters, an inhibitory reflex 
caused by the peristalsis of the whole colon. This 
reflex arch may be disturbed either on the side of 
the parasympathetic system, or more commonly 
on its sympathetic portion, or by a central, cerebral, 
or psychic effect acting upon either or both. 

Hilton says : 

‘** Who is there that has not felt this kind of competitive 
struggle, this intestinal warfare going on within hi a 
fearing the issue and has not been thankful for the result, 
and full of gratitude for the enduring strength of the little 
indomitable sphincter, which has averted the possible 
catastrophe ? ’ 

THE “‘ PECTEN BAND.” 

The anal sphincters, in common with the other 
sphincters of the alimentary canal, not only have 
the power of maintaining their normal tone, and 
exhibit the function of relaxation due to inhibitory 
reflexes, but can also be thrown into a state of hyper- 
tonus or spasm. Sphincteric tissue is an area where 
normal or excessive tone can be maintained indefinitely 
without the muscle at this level becoming hyper- 
trophied, and it is the musculature proximal to it 
which hypertrophies if the sphincter is in a state of 
hypertonus, that is, a state of spasm. It would 
appear that sphincters which are under the control 
of the will pass into a state of spasm more readily 
than those which are not under the control of the 
will, and that spasm occurring in voluntary sphincters 
is apt to be of a more prolonged nature, and to be fol- 
lowed by more serious results than spasm of an involun- 
tary sphincter. I refer especially, of course, to the 
crico-pharyngeus muscle, the superior sphincter of the 
@sop , and to the external sphincter of the anus. 

Hypertonicity or spasm occurring in the alimentary 
canal produces a local passive congestion which 
ultimately results in fibrous induration. It has 
been already pointed out that the tributaries of the 
superior and inferior hemorrhoidal veins arise from 
a minute capillary plexus situated in the submucous 
tissue of the pecten. When the flow of blood from 
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this minute plexus is obstructed, either by a spasm 
of the external or internal sphincter or both, the 
plexus becomes the seat of passive congestion. This 
results in a deposition of fibrous tissue taking place 
in the submucous tissue of the pecten. Quite apart 
from spasm of the sphincters, we know that varicose 
veins in any situation may lead to passive congestion 
in the tissues from whence they arise. This ultimately 
results in the deposition of fibrous tissue, following a 
round-celled infiltration. Evidence of such induration, 
as a sequel to passive congestion, is well exemplified 
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(a) Section through anal canal showing pecten band in relation 
to normal structures. (B) Microscopical view of portion of a 
enclosed by circle. Note: above and below, fibres of internal 
and external sphincter muscles respectively ; right centre, 
Ce ger fibrous tissue ——— pecten band ; above and below 
this, ae of superior and inferior hemorrhoidal plexuses 
res vely. 


in the case of the indurated zone in the neighbourhood 
of a varicose ulcer of the leg. A similar deposition 
of fibrous tissue occurs after a varying amount of 
time in subjects who have internal hemorrhoids 
(Fig. 5). Occurring in the anal canal, this condition was 
first described by W. E. Miles ° in the following terms : 

“The fibrous deposit takes the form of a circular band 
varying in thickness and density, omentey surrounding 
the lower part of the anal canal, and situated between 
the mucous membrane of the pecten and the external 
sphincter muscle. In well-marked instances the band of 
fibrous tissue can be eietiney felt, and gives an impression 
to the examining finger such as would be obtained if a 
rubber umbrella ring had been inserted beneath the skin 
at the anal margin. I have named this deposit of fibrous 
tissue in the submucosa of the pecten ‘the pecten band.’ 
The pecten band does not exist in the healthy anal canal, 
It is purely pathological in origin.” 

I have elsewhere * called attention to an exactly 
similar deposit of fibrous tissue, which occurs at the 
level of the crico-pharyngeus muscle, in cases of long- 
standing so-called globus hystericus, as a result of the 
passive congestion produced by long-continued spasm 
of the crico-pharyngeal sphincter. It was first described 
in 1918 by Dan McKenzie,’ and has been described 
by many surgeons since. It diminishes the expansi- 
bility of the gullet, and gives rise to painless dysphagia, 
which is, or may have been for many months, a 
precursor of a hypopharyngeal neoplasm. A very 
similar condition occurs at the cardiac sphincter in 
cases of cardiospasm, and as the cardiac sphincter 
is from one to one and a half inches in length, a 
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definite band is seldom found but considerable fibrosis 
occurs in the wall of the wsophagus opposite the 
whole length of the cardiac sphincter. The condition 
occurring in the post-cricoid region is known as post- 
cricoid spasmodic stricture, and is frequently followed 
by marked anzemia and splenomegaly. 

A similar analogy might be wn between the 
spasmodic hour-glass stomach, situated opposite a 
gastric ulcer, which subsequently becomes an organic 
hour-glass stomach, due to the deposition of dense 
fibrous tissue as a result of a long-continued spasm 
and consequent passive congestion. 


RELATION OF THE PECTEN BAND TO RECTAL PATHOLOGY. 


Passive congestion in the region of the pecten 
may be brought about by a number of factors. 
Probably the commonest is the varicosities of the 
superior hemorrhoidal veins. Constipation alone 
without the presence of hemorrhoids has an exactly 
similar effect, as has also spasm of the sphincter 
muscles. With the passage of months and years the 
pecten band becomes more and more dense, and 
prevents the proper relaxation of the sphincters. 
There is then difficulty in obtaining complete emptying 
of the rectum, the size of the calibre of the faces is 
diminished, and the lower half of the anal canal 
tends to be held immobile, while the elevating effect 
of the pubo-coccygeal part of the levator ani muscle 
has the effect of pulling the internal away from the 
external sphincter, thereby causing sometimes as 
much as an inch of separation between the two 
sphincters, and still further increasing the difficulty 
in obtaining complete emptying of the rectum during 
defecation. The tighter the anal aperture becomes, 
the greater the straining at stool; hence any 
hemorrhoidal condition tends to be aggravated, and 
if the piles become prolapsed through the anal orifice 
they are apt to become strangulated by the non- 
yielding pecten band. As a result of this deposit of 
fibrous tissue in the submucosa of the pecten, the 
mucous membrane of this region, instead of being 
freely movable over the subjacent tissues, becomes 
anchored to it and poorly nourished with blood. 
This renders it much more easily da than in a 
normal subject. It is uncommon to find a fissure 
in a patient without a pre-existing pecten band. 
If the anus is everted in a patient suffering from fissure 
definite white strands of fibrous tissue can be discerned 
running circularly around the anal canal at the 
bottom of the fissure ; and if a portion of this tissue 
is taken for -microscopical section it will be found to 
consist of fibrous tissue only. 

We have noticed how the post-cricoid spasmodic 
stricture produces, after a considerable time, a thin 
and atrophic mucous membrane in the pharynx, 
and may eventually lead to malignant disease. The 
mucous membrane of the rectum frequently becomes 
unhealthy in patients with long-standing pectenosis ; 
secretion of normal rectal mucus is apt to become 
excessive, and the patient suffers from pruritus ani. 
When no other pathological condition exists in the 
rectum, pruritus of these patients may be cured by 
performing the operation of pectenotomy. It is 
interesting to speculate that sometimes the pecten 
band may be responsible for the development of 
carcinoma in the altered mucous membrane of the 
rectum. Cracks or fissures in the region of the pecten 
are by far the commonest portal of entry of micro- 
organisms into the lymphatics and veins of the anal 
canal, and thence to the tissues around the anus, 
giving rise to ano-rectal abscesses and fistulae. A 
careful examination of many of these cases reveals 
not only the internal opening in the pecten, but also 





a definite pecten band in the same region, and there 
is no doubt that pectenosis is the most frequent 
precursor of ano-rectal fistule. 

The pecten band may exist to a marked degree 
without any other pathological condition being found 
in the rectum or anal canal. When this condition is 
allowed to progress, the anus may become almost 
completely closed. I have seen three cases of typical 
acute intestinal obstruction, which were produced by 
a severe pectenosis, and which were entirely cured 
by the operation of pectenotomy. Many years 
must elapse before the pecten band contracts to such 
an extreme degree. Two of these patients were over 
70 years of age, and one was a man of 80. 


PECTENOTOMY. 


The old-fashioned procedure of stretching the 
sphincters produces a rupture of the fibres of the 
pecten band in many places, usually with multiple 
areas of extravasation of blood amongst these fibres, 
and consequently the further formation of fibrous 
tissue, and ultimately a thicker and denser pecten 
band results. This, however, is not always the case, 
for if little hemorrhage occurs, complete relaxation 
of the sphincters is obtained, a normal functioning 
of the anal canal may be instituted, and the fibrous 
deposit may be reabsorbed. 

A much more satisfactory and certain method is 
to make a clean incision through the pecten band. 
No hidden areas of hemorrhage are left to fibrose 
and contract; the sphincters are restored to their 
full powers of relaxation ; the interval is filled in by 
thin granulations, and within a short time the whole 
of the pecten band is reabsorbed, and a healthy 
mucosa of the pecten results. For this reason 
pectenotomy is preferred to so-called stretching of 
the sphincters, and in attempting the cure of a 
fissure division of the external sphincter muscle is 
never necessary, except in very long-standing cases, 
when the fibrosis has extended, not only to the 
submucosa of the pecten, but also into the substance of 
the external sphincter muscle, as it sometimes does. 
Should it be necessary to cyt the external sphincter 
no impairment of control results. 

The operation of pectenotomy is usually performed 
with the patient lying in the right lateral position. 
The index-finger of the left hand is inserted into the 
anal canal without lubricant. The right posterior 
quadrant of the anal canal is everted. A little to the 
right of the midline an incision is made parallel to 
the long axis of the bowel, the upper end being 
situated half an inch above Hilton’s white line, and 
its lower end a short distance below this line. 
Immediately the mucous membrane and skin have 
been divided, the white fibres of the pecten band 
come into view, at the upper end of the wound, and 
the reddish-brown fibres of the external sphincter 
may just be seen at the lower end of the wound. 
The latter are carefully avoided, and the incision is 
carried deeper until the complete thickness of the 
dense fibres of the pecten band is divided. Immediately 
this is done the anus is found to be relaxed, in common 
with the other muscles affected by the general anzs- 
thetic, and two or three fingers can easily be passed 
into the anus, whereas before the pectenotomy, great 
difficulty may have been experienced in even passing 
the index-finger. 
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THE value of hog’s stomach in the treatment of 
pernicious anzmia has been amply demonstrated 
during the last two and a half years by workers in 
many countries.'* There is, however, little resem- 
blance to the corresponding liver therapy so far as 
the active principles involved are concerned. From 
liver palatable and concentrated extracts are readily 
obtained,* but similar preparations have failed in 
our hands with stomach tissue, and this observation 
has been confirmed by Meulengracht.‘ 

In the course of early experiments on raw stomach 
during 1929 it soon became apparent to us that 
certain essential conditions were necessary for the 
production of active stomach preparations. These 
were such as one would expect to obtain if the activity 
were due to a substance which was relatively unstable, 
and similar in this and possibly other respects to 
enzymes. From an entirely different viewpoint, an 
examination of the behaviour of normal gastric juice 
under varying conditions ** gave rise to a similar 
idea with regard to the active principle which Castle 
terms the “intrinsic factor’? present in human 
gastric secretions. In the present paper we are 
concerned with the investigation of the active principle 
present in hog’s stomach. 

It will suffice here to mention that in our early 
experiments several procedures were found to yield 
inactive stomach extracts. Of these the following 
may be mentioned :— 

1. Exposure to a temperature of more than 45° C. at any 
8 e. 

2. Autolysis, especially in the presence of free hydrochloric 
acid, for a greater or less number of hours, depending upon 
the temperature. 

3. Prolonged digestion with pepsin and hydrochloric 
acid, or trypsin, under most conditions. 

It was appreciated at the outset that whatever 
its constitution the active substance would be present 
in relatively small quantities, and large bulks of raw 
material would require to be worked up if any success 
was to be achieved in isolating it. 

It is not preposed to describe here all the various 
methods of extraction that were tried, but the main 
ones will be indicated. As each step in the experi- 
ments has furnished fractions, they have been 
administered to suitable cases of pernicious anemia 
for control as to their hemopoietic activities. The 
cases used for this purpose were all carefully chosen 
according to the rigid criteria already laid down,® 
and this has of necessity made progress slow. 


EXTRACTS OF DESICCATED HOG’S STOMACH. 


Large-scale experiments were tried first with the 
desiccated hog’s stomach, since it was more easily 
handled than the fresh organ. 


1. Dilute hydrochloric acid at different pH values, 
with and without the addition of pepsin or glycerin, failed 
to furnish a solution that would initiate remissions in cases 
of pernicious anemia. On the other hand, the solid residues 
when separated and desiccated were still active. 








2. The use of organic solvents likewise failed to furnish 
any active extracts. Thus 4-5 kg. of desiccated stomach 
lost about 10 per cent. of its weight after ether extraction. 
The ethereal extract consisted of hemopoietically inactive 
fat. Subsequent extraction with varying strengths (60—70 
per cent.) of ethyl alcohol removed less than 10 g. of 
sparingly soluble, lipoidal solid (m.p. 175-185° C.), and 
furnished an inactive thick, yellowish-brown fluid; both 
were hemopoietically inactive. The residual stomach 
powder was still as active as the original powder even after 
seven months of continuous extraction with cold dilute alcohol 
(60-70 per cent.). Other organic solvents similarly failed. 

3. The direct treatment of the desiccated stomach powder 
with such reagents as phosphotungstic acid and picric acid 
likewise did not furnish a clinically active product. 

EXTRACTS OF FRESH STOMACH.* 

Various methods of extracting the fresh tissue were 
investigated using water, dilute hydrochloric acid of 
various strengths, and glycerin. The following are 
brief details of an illustrative experiment. 

Fresh minced hog’s stomachs (367 kg.) were extracted 
three times with 660 litres of water adjusted to pH 4-6 by 
the addition of hydrochloric acid. The resulting liquor 
was concentrated at 40-—45° C. in vacuo, made ine 
with caustic soda, treated with basic lead acetate to remove 
proteins, and the excess of lead removed with sulphuric 
acid. After concentration, 17 litres of a reddish-brown 
extract were obtained. No hemopoietically active fractions 
were isolated from these extracts. On the other hand, the 
semi-solid residues were desiccated and shown to be still 
active. Subsidiary fractionations were also tried get to 
picric acid, phosphotungstic acid, mercuric chloride, whilst 
autolysis of the mucous membrane under varying conditions 
failed to give any more favourable results. "Thus in one 
experiment, the product of the autolysis of the tissue at 
45° C. in the presence of hydrochloric acid did not initiate 
a remission in a case of pernicious anemia after the daily 
administration of 300 c.cm. of the autolysate for three 


weeks. 
EXPRESSED STOMACH JUICE. 


The complete failure of all these and other unde- 
scribed methods to furnish an active extract suggested 
to us the possibility that the active principle might 
be of the nature of an intracellular enzyme. Con- 
sequently, 
attention was 
directed to the 
method used by 





Bichner ’ for the R 
preparation of ~ 
the enzyme N 
zymase from 


yeast — namely, 
expression of the 
juice from the 
disintegrated 
cells by the appli- 
eation of great 
pressure. In our 
earlier experi- 
ments, an ordin- 
ary hand press 
was used, but the 
yield of ex- 
pressed juice 
obtained in this 
way from minced hog’s stomach was very small, and a 
number of other difficulties were experienced rendering 
the method of little use, while the juice so obtained 
was hemopoietically inactive when tested clinically. A 
special apparatus, therefore, was constructed, capable 
of withstanding considerable pressure, applied by 
means of a tensile and compressive testing machine 
in the Engineering Department of the University. It 
consists essentially (see Figure) of :-— 


(a) A cylinder c of cast iron, of which the upper part 
is provided with a recess Rk and an exit tube E.1. The lower 
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* The raw material for the experiments in this group was 
kindly supplied by Benger’s Food, Ltd., Manchester, and some 
extracted in part by Dr. Bullock for us. 
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end of the cylinder wall is provided with radial and circular 


VeSe 
(6) A base plate B of cast iron having a recess into which 
the = is securely bolted. It is provided with an exit 
tube, E.2. 


(c) An iron plate, L, perforated with very fine holes, 
and having radial and circular grooves cut out of its lower 
surface. These grooves and also those at the lower end 
of the cylinder © enable liquid to flow away easily. The 
plate 1 fits tightly in the lower end of the cylinder c. 

(d) A steel piston P. 

The finely minced fresh stomach tissue was 
thoroughly mixed with an equal weight of Calais 
sand, ground in a special mill to the correct eon- 
sistency, and the soft ‘“‘dough ” then subjected to a 
pressure of approximately 23-3 tons per square inch 
in the above apparatus until no further liquid could 
be obtained. Under these conditions we were able 
to collect good yields of the expressed juice ; thus, 
for example, in a series of experiments the yield of 
juice was between 558 and 669.c.cm. per 1000 g. 
of fresh tissue. 

Properties—The expressed juice is a _ reddish, 
opalescent, rather viscid liquid containing a small 
amount of suspended matter which can be removed 
by filtration through cloth. It decomposes rapidly 
within 24 hours at ordinary temperatures, but keeps 
fairly well in a refrigerator for about five days. 

The juice is distinctly acid towards litmus and has a pH 
of approximately 6-0. It coagulates with heat owing to 
the presence of proteins. It has a good pepsin content, 
but contains no rennin, amylase, lipase, or urease. The 
following protein tests were positive: biuret, Molisch, 
lead acetate sulphur test, Millon, Pauly, Adamkiewicz, 
p.-dimethylaminobenzaldehyde, ninhydrin, Sakaguchi, Folin 
phenol test, xanthoproteic. Precipitates were obtained 
with the usual protein precipitants (alcohol, acetone, 
phosphotungstic acid, picric acid, trichloracetic acid, meta- 
phosphoric acid, tannic acid, and lead acetate). 

This juice was shown to be very active in the 
treatment of pernicious anemia in three cases after a 
daily dose of 150 c.cm. Thus in two cases the 
reticulocytes rose to 16-2 and 24-5 per cent. respec- 
tively on the ninth day after a preliminary control 
period of seven days ; a third case showed an increase 
in reticulocytes, but the treatment was discontinued 
owing to nausea and other therapy was instituted. 

CasE 206.—Maximum reticulocyte response, 16-2 per 
cent. on the ninth day of treatment. First day of treatment : 
red cells (R.B.C.), 1,700,000; hemoglobin (Hb.), 46 per 
cent.; white cells (W.B.C.), 1800. Twenty- ~fifth day of 
treatment: R.B.C., 3,250,000 ; Hb., 84 per cent. ; W. B.C 


5300. 
CasE 207.—Maximum reticulocyte response, 24-5 per 


cent. on the ninth day of treatment. First day of treatment : 
R.B.C., 1,400,000; Hb., 36 per cent.; W.B.C., 3200. 
Thirty-fourth day of treatment: R.B.C., 3,600,000; Hb., 
78 per cent. ; W.B.C., 7600. 

FRACTIONATION OF EXPRESSED JUICE. 

The expressed juice described above having been 
proved active was subjected to further fractionation. 
Precipitation by adding 1 volume of juice to 5 
volumes of 90 per cent. alcohol furnished a copious 
precipitate (P5) and an alcoholic filtrate; the usual 
yield of solid, P5, was 15-18 g. per 500 c.cm. of juice, 
1 g. thus being derived from approximately 50 g. 
of fresh whole stomach tissue. 

Properties of precipitate P5.—This light, cream- 
coloured powder was only partially soluble in water. 
The peptic activity showed that it contained approxi- 
mately all the pepsin in the original expressed juice ; 
rennin, amylase, urease, and lipase were absent. 
Nitrogen, phosphorus, traces of iron, calcium, and 
sodium were present, it contained 13-5 per cent. total 
nitrogen, and gave positive results with all the protein 
reagents mentioned above. 

The administration of this powder to two cases of 
pernicious anzmia showed that it possessed con- 
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siderable hemopoietic activity; thus in Case 215 
the reticulocytes gave a ‘“‘ peak” of 19-4 per cent. 
on the ninth day, while the red blood-cells and 
hemoglobin showed rapid increases. 

Alcoholic filtrate from P5.—The combined alcoholic 
filtrates (A1l-O1) were concentrated in vacuo at low 
temperature giving 164 g. of a _ yellowish-brown 
semi-solid mass, B5—representing 16 kg. of original 
fresh tissue. It was almost completely soluble in ; 
water, had no peptic activity, and contained 5-9 
per cent. of total nitrogen. Of the reactions for 
proteins mentioned above only positive results were 
given with the Molisch, Folin phenol, Pauly, ninhydrin, | 
and xanthoproteic tests. The usual protein pre- 
cipitants, except phosphotungstic acid, likewise gave 
no precipitates. 

This material (B5) was administered to two patients 
with pernicious anemia in doses of 5 g. (equivalent 
to about 500 g. of fresh tissue) daily for 14 days 
without any responses. 

Further fractionations of the solid P5 have been 
made, but have not yet been adequately examined 
clinically for their hemopoietic activities. 


CONCLUSIONS. 


The experiments described in this paper appear 
to show that the active principles in liver and in 
hog’s stomach effective in pernicious anemia are not 
identical. The nature of the active principle in 
liver is, it is true, not finally settled, since West and 
Howe,® who first regarded it as a compound of 
4-hydroxyglutamiec acid and y-hydroxyproline, have 
now * withdrawn from their original position. Cohn 
and his co-workers * have, however, shown that the 
liver active principle is neither protein, lipoid, nor 
carbohydrate, but is either a nitrogenous base or a 
polypeptide. Our experiments render it highly 
probable that the active principle in hog’s stomach 
effective in pernicious anemia may be of an enzyme- 
like nature as has already been suggested,?* and 
consequently different from that present in liver. 
The evidence in favour of this conclusion can be 
summarised as follows :— 


(a) We have been unable to extract the active principle 
from hog’s stomach by methods which readily yield active 
extracts when applied to liver. This firmness of attachment 
of the active principle to the stomach tissue is in harmony 
with the readiness with which enzymes are adsorbed by 
proteins. It should be mentioned, however, that Gansslen '° 
has described the parenteral use of a preparation of stomach, 
but no details are available. 

(b) The only method which has so far given an active 
stomach extract in our hands is the one which Biichner used 
to obtain the enzyme zymase from yeast—namely, expres- 
sion of the juice from the cells by the application of great 
pressure. 

(c) When the expressed stomach juice is treated with 
excess of alcohol a precipitate is obtained which is active 
in the treatment of pernicious anemia. This precipitate, 
in common with desiccated hog’s stomach and expressed 
juice, gives all the usual protein reactions. The alcohol 
filtrate from this precipitate, however, furnishes on con- 
centration a solid which does not give many of the protein 
reactions, and is inactive in the treatment of pernicious 
anemia. It appears probable that the active principle of 
stomach is either a protein-like material or clse a substance 
which is associated with or easily adsorbed by proteins, 
such as an enzyme. 

(d) Below about 45° C. 


most enzyme solutions are com- 
paratively stable, 


but above this temperature inactivation 
soon commences, until at aboyt 70-80° C. they are very 
rapidly destroyed. Now, according to Cohn, the active 
principle in liver is fairly stable towards heat, and even 
prolonged concentration of its solutions at 60° C. in vacuo 
does not destroy it. On the other hand, we find that 
active stomach preparations quickly lose their activities 
when heated above 45° C. The fact that the activity of 
stomach is much more easily impaired by heat than is the 
case with liver is in harmony with the hypothesis that the 
active principle in stomach effective in pernicious anemia 
is of an ‘‘ enzyme ”’ nature. 
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(e) Castle * has demonstrated that the administration 
of the ~ roteins of beef muscle, predigested in vitro with 
normal human gastric juice, induced remissions in cases of 
pernicious anwmia, though he was unable to get responses 
with gastric juice when given alone between meals in the 
absence of protein food. 

One of us (J. F. W.), however, has shown that when 
normal human gastric juice is given at meal times with protein 
food to patients suffering from pernicious anemia, a reticu- 
locyte response does occur. This procedure was not followed 
by other workers when they failed to get responses with 
normal gastric juice. 

In view of these facts and of the almost invariable 
association of pernicious anemia with deficient 
enzyme secretion there seems to be good reason for 
believing that an important factor in pernicious 
anemia is the failure of the stomach to secrete an 
essential substance of an enzyme-like character. 
This substance is neither pepsin, rennin, nor present 
in the intestinal juices, since they do not relieve the 
disease. It is not unreasonable to suppose that this 
unidentified substance acts on the protein present 
in a normal diet to produce the active “‘liver principle,” 
which is most probably stored in the liver until it is 
required ; it is not found in spleen, pancreas, intestine, 
or bone-marrow, and its presence in kidney may be 
due to an attempt to excrete any excess from the 
body. 

For convenience we propose to apply the term 
‘hemopoietin ”’ to this as yet unidentified active 
principle of hog’s stomach; a more suitable name 
may be substituted if it is definitely proved to be an 
enzyme. Hzemopoietin may be identified with or 
allied to Castle’s *‘ intrinsic factor ’’ of normal human 
gastric juice. The superior potency of stomach tissue 
may be readily accounted for by considering the 
presence of both (a) hamopoietin, and (b) small 
quantities of the “liver principle ’’ produced by the 
interaction (post mortem) of hxemopoietin on the 
stomach protein, which thus acts as the substrate or 
** extrinsic factor ’’ of Castle. 

If we are correct in our assumption that the active 
principle in hog’s stomach is of the nature of an 
enzyme that can only act normally upon protein food 
introduced into the human stomach, it appears 
improbable that parenteral stomach preparations 
will be of much value ; any potency that they may 
exhibit after parenteral injection being then due to 
the already formed active “liver principle.”’ This 
would account for the results reported by Gansslen 
who used intramuscular doses equivalent to 4 g. of 
mucosa—no details are given as to the preparation 
used, but the dose appears to be extremely small, 
and further reports on it are awaited with interest. 


SUMMARY. 


1. We have been unable to obtain stomach extracts 
that are hemopoietically active for the treatment of 
pernicious anemia by the usual methods which, 
when applied to liver, yield active extracts. 

2. A method is described of obtaining active 
stomach extracts which involves the subjection of 
stomach tissue to high pressure in a special apparatus. 

3. Experiments on the fractionation of this active 
extract have been described, and it is found that the 
use of alcohol readily separates a precipitate which is 
active in the treatment of pernicious anw#mia whilst, 
on the other hand, the filtrate is inactive. 

4. Further experiments on the concentration of 
this active fraction are in progress. 

5. Some evidence showing that the active principle 
in hog’s stomach is not identical with that present in 
liver is discussed. 

6. It is considered that these experiments support 
the clinically suggested view that the active principle 





in hog’s stomach effective in pernicious anemia is 
of an enzyme-like nature. The suggestion is made 
that this ‘‘ enzyme ”’ acting on the proteins in a normal 


diet may produce a substance which is stored as the 
active principle in liver until it is required for hamo- 
poietic regeneration. 

7. For convenience it is proposed temporarily to 
term this substance in hog’s stomach “ hemopoietin.” 
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THE DIAGNOSIS OF 
DISEASES OF THE HIP-JOINT.* 


By James F. Braitsrorp, M.D. Brro., 


HONORARY ASSISTANT RADIOLOGIST TO THE QUEEN'S HOSPITAL, 
BIRMINGHAM. 


For the past five years I have made a study of 
the patients sent for X ray examination of the hip- 
joint to the Royal Cripples Hospitals, the Warwick- 
shire Orthopedic Hospital, the Queen’s Hospital, the 
City of Birmingham infant welfare centres, the 
pensions hospitals, and to my own private practice. 
The earlier work was done in conjunction with that 
on lumbo-sacral deformities reported to the Medical 
Society of London in 1928.1 The following is a list 
of the conditions met with. 


In persons under 20. 


Congenital dislocation of Syphilis 
the hip-joint a% Tumours .. 

——— 6 Fracture of fe mur neck. 

Perthes disease Dislocation of hip-joint . . 
Septic arthritis Myositis ossificans 
Slipped epiphysis of fe mur Osteochondystrophy 
Infantile coxa vara Cyst in femur neck 
Rachitic coxa vara Hiemophbiliac changes 


In persors 
Osteo-arthritis 130 
Chronic arthritis .. se we 
Septic arthritis .. so a 
Fracture of femur neck .. 30 
Paget’s disease . és 
Dislocation of hip- joint -. 10 


over 20. 


Secondary carcincma 
Sarcoma .. 

( ‘yst of femur neck 

Syphilis’ 

Charcot’s disease 
Hydatid 


mm OS ISS 


CONCLUSIONS. 
I have been led to draw the following conclusions 
Except in the case of acute disease, the diagnosis 
of hip-joint disease is almost entirely depe sndent upon 


* Opening a discussion at the . Me dic al Society of London on 
March 21st. 


* See THE LANCET, 1928, ii., 1241. 
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the radiograph. Even in acute disease radiography 
may supply very useful additional evidence. 

A standard technique should be adopted for all 
radiographs of the hip-joint, otherwise faulty inter- 
pretation of the radiograph is almost bound to occur. 
The patient should lie on his back with the lower 
limbs stretched out with the feet symmetrically 
inverted. The tube should be centred vertically over 
a point midway between the anterior superior spine 
and ‘the symphysis pubis. Both hip-joints should be 
included on the one film so that a comparison of 
density and uniformity of structure can be compared. 

Certain irregularities of conformation of the hip- 
joint due to development should be recognised, 
including the os acetabuli, fovea capitis femoris, and 
the crenated upper border of the acetabulum. 

Congenital subluxation is much less common than 
congenital dislocation. 

Congenital dislocation is much more common in 
the female in whom the left hip-joint is most com- 
monly affected. Radiographs permit of early recog- 
nition of the condition and show that early treatment 
secures the best anatomical results. Severe trauma 
during reduction often results in stunted development 
of the femoral epiphysis and neck. Changes similar 
to those seen in Perthes or Legg’s disease of the 
femoral epiphysis are not uncommon after the 
trauma of reduction or attempted reduction. 

Many causes of coxa vara are known, including 
trauma, localised osteochondritis (the so-called infan- 
tile coxa vara), slipped epiphysis, localised bone 
diseases (tubercle, Perthes, syphilis, osteomyelitis), 
generalised bone disease (rickets, osteomalacia, achon- 
droplasia, chondro-osteodystrophy, cretinism, Paget’s 
disease ). 

Fracture of the neck of the femur in children is 
not uncommon. It is relatively rare in early adult 
life, but its incidence increases with age. The fracture 
may not be detected in children until a coxa vara 
deformity has developed unless the child is radio- 
graphed at the time of the injury. About 50 per 
cent. of the fractures of the neck of the femur in 
adults and elderly people fail to unite. 

Slipped epiphysis appears to be due to some 
disintegration of the metaphysis rather than direct 
trauma, as most of the patients with this con- 
dition give no history of trauma, and the radio- 
graphic appearances do not support the trauma 
theory. The epiphysis may be completely reduced, 
and the best result is a premature fusion of the 
epiphysis with a resulting }-inch shortening of the 
limb; often, however, the epiphysis undergoes 
degenerative changes. 

The condition of infantile coxa vara presents a 
radiographic appearance suggesting fracture of the 
neck of the femur, and is sometimes diagnosed as 
such. The condition has an active and a healing 
phase. Osteotomy during the active phase may 
result in complete absorption of the disorganised bone 
of the femoral neck. The condition may be unilateral 
or bilateral. It may be diagnosed by radiographs 
during the first year of life. The radiographic appear- 
ances of rickets are quite distinctive and different 
from those of infantile coxa vara. 

Perthes or Legg’s disease frequently shows more 
extensive bone changes on the radiograph than the 
clinical signs would suggest. It has an active phase 
during which the bone is plastic and gives way to 
pressure, and permanent deformity may result because 
of this. It is usually about four years before the 
disorganised epiphysis is completely consolidated. 

The radiograph may not show any bone changes 
in a patient suffering from early tuberculosis of the 





hip-joint, though the clinical signs may be pro- 
minent. The first signs may be a relative rare- 
faction of the bones around the joint. On the other 
hand, a radiograph may show definite evidence of 
tubercle when the clinical signs have not suggested 
tubercle. These apparent contradictions are due to 
the variation in the site and spread of the infection. 
All patients with clinical signs of hip-joint disease 
and normal radiographic appearances should be radio- 
graphed again after an interval. Radiographs will 
give a good indication of the cessation of the activity 
of the disease. 

Syphilitic coxitis is frequently bilateral, its radio- 
graphic appearances are sometimes mistaken for 
tubercle or Perthes, but the appearances are distinc- 
tive, particularly if a series of radiographs of the hip- 
joints are taken throughout the course of the illness. 

In active septic arthritis of the hip-joint disloca- 
tion is common, and in the majority of cases the head 
of the femur is separated as a sequestrum, or is 
destroyed by absorption. 

Acute arthritis of gonococcal origin is often followed 
by a marked reduction of the joint space and 
irregularity of the articular surfaces, and, later, 
lipping of the articular margins. 

Arthritis of the hip-joint occurring in the course 
of rheumatoid arthritis frequently results in the 
condition of protrusio acetabuli, due to pressure of 
the head of the femur on the softened bone of the 
acetabulum. 

Following active septic arthritis latent septic foci 
may be left in the neighbouring bone, which may at 
a later date become activated and reinfect the joint. 

The first radiographs of the osteo-arthritic hip- 
joint usually show extensive disease, diminution of 
the superior joint space, sclerosis of the approximated 
articular surfaces indicating destruction of the articular 
cartilage, and eburnation and erosion of the articular 
surfaces. Cyst-like degenerative changes in the bone, 
particularly in the superior articular surfaces. Joints 
showing these cyst-like cavities in the bone, indicative 
of early osteo-arthritis, but no diminution of the joint 
space do not cause the patient pain. 

Following injury in the neighbourhood of the hip- 
joint it is not uncommon to see localised myositis 
ossificans. 

After the reduction of a dislocation of the hip-joint 
the radiograph may show what appears to be a 
normal hip-joint, but marked new bone formation 
may be shown on subsequent radiographs. This is 
important in medico-legal cases. 

Damage to the articular surfaces may not show for 
a long period after the injury. 

Paget’s disease (osteitis deformans) and secondary 
metastases of carcinoma may be shown on a radio- 
graph taken because of a fracture or “ sciatica” 
before the clinical evidence has suggested these 
conditions. The radiographic appearances of frac- 
ture in the two conditions are very distinctive. 

A radiograph of the pelvis and hip-joints may 
reveal evidence of malignant disease in a patient 
suffering from an obscure illness. 

Pain referred to the area of the knee-joint in 
children and adults may be explained by the evidence 
on a radiograph of the pelvis and hip-joints. 


UNIVERSITY COLLEGE HospiraL.—The cost per 
occupied bed last year was £179. A report is given 
of the antenatal and maternity work; during last year 
90 per cent. of the mothers received an anesthetic during 
labour without any ill-effect upon them or the children. 
Deep X ray therapy is being rapidly developed, and there is 
no scarcity of nurses. 
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ACUTE LYMPHATIC LEUKAMIA WITH 
FACIAL DIPLEGIA AND DOUBLE 
ABDUCENS PALSY. 


| @ tumour-like mass in the region of the thymus. The kidney 
| Substance was 


but mottled with areas of hemorrhage 
in the cortex. Inthe right frontal lobe of the brain there 
was a small circumscribed brownish area 3 mm. in diameter 


| having the appearance of an old hemorrhage. No other 


| lesions were visible in the nervous m. 


By ALFRED Howe LL, M.D., M.R.C.P. Lonp., 


MEDICAL OFFICER IN CHARGE OF THE DEPARTMENT FOR DISEASES 
OF CHILDREN, ROYAL INFIRMARY, CARDIFF ; 


AND 
J. Goucu, M.D. WaALgEs, 


ASSISTANT LECTURER IN PATHOLOGY, WELSH NATIONAL SCHOOL 
OF MEDICINE. 


A Boy, 11 years of age, was admitted to the Royal 
Infirmary, Cardiff, under the care of one of us on 
May 12th, 1931. He had enjoyed good health until 
three weeks previously when, on his return from school, 
his mother noticed that his face was “ disfigured ”’ | 
and that his speech was affected. There was no 
history of injury. He was put to bed, where he 
remained until he was admitted to hospital. Before 
being admitted his speech had improved a little. 
On one occasion he had suffered from double vision. 


On admission to the hospital he was found to have bilateral 
facial palsy of the Bell type. The facial muscles showed 
no response to faradism. He had no difficulty in swallowing, 
his tongue had normal movement, and his somewhat 
‘* blunted ”’ speech was due to weakness of the facial muscles. 
The sense of taste was normal. There was definite paresis 
of the right external rectus muscle not amounting to actual 

ralysis, but complete paralysis of the left external rectus. 

he optic discs were normal. A few hemorrhages were 
seen near the temporal vessels in the right eye and a small 
one on the inner side of the disc in the left. There was no 
choroiditis. The knee- and ankle-jerks were feeble on 
the right and absent on the left side. The plantar reflexes 
were normal. The cervical, axillary, and inguinal glands 
were moderately enlarged. The spleen extended 2 in. 
below the costal margin. The liver extended lin. below 
the costal margin in the nipple line. 

Blood examination : oonaliishio, 55 per cent.; red cells, 
2,950,000 ; white cells, 480,000, containing 93 per cent. of 
lymphocytes. The Wassermann reaction was positive. 
The blood-urea was 27 mg. per 100 c.cm. 

The urine was normal. 

Treatment and course of ilness.—On June 4th 50 mg. 
of radium were applied in one focus over the spleen for 94 
hours at a distance of 1-5 cm., a screen of 3 mm. of lead being 
used. The subsequent record of the white cell count is of 
interest. 


June June 

4th .. Radium applied 10th .. Leucocytes, 141,000 
5th .. Leucocytes, 712,000 15th .. a 428, 
6th .. om 500,000 19th .. 99 544,000 
jth .. as 252,000 25th .. me 414,000 
8th .. - 106,000 


At this latest date the red cell count had fallen to 1,110,000. 
One week after admission the gums began,to swell. They 
were purplish in colour and bled easily. The smell of the 
breath was very offensive. Petechie occurred for the first 
time two days before death and then rapidly appeared all 
over the body. The temperature chart showed a continuous 
pyrexia of 99° to 100°, not altered after the application of 
the radium. Death occurred on June 26th, six weeks after 
admission to hospital and nine weeks after the onset of the 
illness. 

Post-mortem examination.—The body showed a moderate 
degree of emaciation. There were numerous petechial 
hzmorrhages over the front of the thorax and there was 
evidence of recent bleeding from the gums. Petechial 
hemorrhages were also present beneath the epicardium, in 
the substance of the lungs, and in the mucosa of the stomach. 
These organs were otherwise normal. The liver weighed 
1100 g. It was slightly enlarged, pale in colour, and friable 
in consistence. The spleen weighed 380g. Its capsule was 
thickened and its substance was firm and somewhat pale 
except for an area of hemorrhage at its upper pole. e 
Malpighian bodies were indistinct. The lymphatic glands 
throughout the body showed considerable enlargement, and 
particularly the anterior mediastinal glands, which formed 





| spleen, the liver, and the kidneys show 


Microscopical examination.—The lymphatic glands, the 
ed the typical histo- 
ee appearance of lymphatic leukemia. The wn, ores 
infiltration of the kidneys was particularly severe, there being 
a diffuse involvement of the cortex and large circumscribed 
collections of are in the medulla. 

In the right frontal lobe of the brain the discoloured area 
consisted of a mass of lymphocytes intermingled with blood 
pigment. Throughout the cerebrum and basal ganglia 
were found several small areas of perivascular infiltration of 
lymphocytes. In the pons were found two very small 
lymphomas, one in the region of the main nucleus of the left 
sixth cranial nerve, and one involving the right nucleus of 
the trapezium. In addition there was recent thrombosis of 
a vessel running through the right facial nucleus. The 
nerve-cells of the sixth and seventh nuclei on both sides 
showed chromatolysis, shrinkage of the cell bodies, and 
margination of the cell nuclei. 

Serial sections were made through the intracranial portions 
of the sixth and seventh cranial nerves. In these were found 
commencing degeneration of the nerve-fibres, associated 
with a very slight degree of leukemic infiltration of the 
nerve sheaths. 

Cerebral complications in leukemia usually take 
the form of gross hemorrhages or large areas of 
leukemic infiltration in the cerebral hemispheres. 
These lesions are associated with suddenly developing 
paralysis or such symptoms as delirum, headache, 
and vertigo. Less commonly, local involvement of 
certain of the cranial nerves develops. Fried! cites 
30 cases, all of which were examined post mortem. 
These he separated into three groups. The first 
consisted of 13 cases in which the hemispheres 
and meninges were affected by hemorrhages and 
lymphomas. The second comprised seven cases 
associated with involvement of the cranial nerves, 
and the third was a group of 11 cases in which the 
spinal cord was implicated. In those of the second 
group the eighth nerve was affected in two cases and 
the facial nerve in five. Four of these five cases 
showed bilateral facial palsy. Other nerves affected 
in the cases in this second group were the fifth, ninth, 
tenth, eleventh, and twelfth. 

In addition to those quoted by Fried we have found 
the following cases recorded. Laroche and Chatelin * 
reported a case of chronic lymphatic leuke#mia in 
which facial palsy of the Bell type developed suddenly 
on one side, followed the next day by a similar palsy 
on the other side. This patient, a man of 64, after 
suffering from his diplegia for three months recovered 
after radiotherapy. Tromner and Wobhlwill* recorded 
a case of lymphatic leukemia in a woman of 55 in 
whom both facial nerves were involved, and the 
abducens muscles and the palate paralysed. She 
also had ptosis and difficulty in speaking, and her 
sense of taste was affected. They also record an 
interesting case of myeloid leuk#mia in a man of 46 
who suffered severe pain in the right cheek not 
relieved by the extraction of two teeth. In this case 
leukemic infiltration of the fifth nerve-root was found. 
The infiltration was between the nerve bundles and 
did not appear to implicate the fibres themselves. 
Spargenberg *‘ gave an account of a young man 
17 years of age with facial diplegia and paralysis of 
the left sixth nerve associated with acute lymphatic 
leukemia. Three weeks after the onset of the 
illness the left side of the face became paralysed ; 
18 days later the right side together with the left 
external rectus muscle became involved. No post- 
‘mortem examination was made. The distribution 
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of the paralysis was identical with that of the case 
we are now reporting, except that only one sixth 
nerve was affected in Spargenberg’s case. One 
feature of special interest in his case was that a 
paralysis of one side of the face occurred while the 
leucocyte count was only 9000 with 76 per cent. 
lymphocytes, whereas later the white cells mounted 
to 151,000. 

In those of the above cases where histological 
€xamination was made, the involvement of the cranial 
nerves was ascribed to leukemic and hzmorrhagic 
infiltration of the nerve trunks. The present case, 
although corresponding clinically with the foregoing, 
differed pathologically in that the lesions involved 
the nuclei and not the nerve trunks. The lesions 
we found—namely, capillary thrombosis, perivascular 
accumulation of lymphocytes, and lymphomatous 
nodule formations—are, according to Fried, character- 
istic of intracranial changes in lymphatic leukemia. 
Our case was unusual in that the pons was 
conspicuously affected. 

A complicating feature in our case was the positive 
Wassermann reaction, since the possibility of the 
nervous lesions being syphilitic in origin had to be 
considered. Histologically, however, the lymphomas 
were characteristic of leukemia, and apart from the 
perivascular infiltration of lymphocytes the vessel 
walls were free of lesions. No histological evidence 
of syphilis either in the brain or the meninges was 
found. 

These cases make it evident that cranial nerve 
involvement in leukemia may develop in a number of 
ways. Infiltrations and hemorrhages may affect 
the nerves or their sheaths or the nerve nuclei. 
A case reported by Harris ® suggests another possible 
occurrence. In his case symmetrical polyneuritis 
with symptoms of lymphatic leukzemia were found. 


He was of the opinion, on account of the symmetry, 
that the lesions were toxic in origin, in spite of the 
fact that he found the nerves infiltrated with lympho- 


cytes. So far as the cranial nerves are concerned, 
however, pathological investigation would seem to 
show quite definitely that the lesions are due to 
leukemic and hemorrhagic infiltration rather than 
a toxin. 


We wish to thank Dr. Leighton Davies for his 
report on the condition of the eyes in this case. 
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ADSORPTION 
CARBON 


OF IODINE BY ACTIVATED 
IN WATER TREATMENT. 


By B. A. 


(From the Chemical Research Laboratory, Teddington, 
Middlesez.) 


ADAMS. 


THE association of the iodine-content of a water- 
supply with the prevalence of endemic goitre has 
led to investigations of the effect of various purifica- 
tion processes on the iodine-content. Heymann ! 
with the Amsterdam supply and Orr, Godden, and 
Dundas *? with Aberdeen water have shown that only 
a small loss of iodine occurs as a result of filtration. 


‘Water en Gas, 1925, ix., 39. 
* Jour. Hyg., 1928, xxvii., 197-199. 





Chlorination of London’s water was found to have 
no effect on the iodine-content.* Softening by 
Clark’s process (addition of lime followed by sedi- 
mentation of the precipitated calcium carbonate) 
however was observed to bring about a reduction of 
50 per cent. of iodine in the Canterbury water.‘ 
Activated carbon is now being extensively employed 
for the removal of tastes and odours as well as for 
other purposes in water treatment and this substance 
is known to adsorb iodine and iodides from solution. 

In order to study the effect of activated carbons, 
similar to those used in water treatment on aqueous 
solutions of iodine, two series of experiments were 
undertaken. 

(a) Amounts of 3000 c.cm. of water containing 20 y per 
litre (2 parts per 100 million) of iodine in the forms given below 
were ed through a 40 c.cm. bed of carbon contained 
in a glass tube (1:'5 cm. diam.). (6) To 3000 c.cm. of similar 
solutions very finely divided carbon was added in an amount 
of approximately 0-5 parts per 100,000 and after stirring 
for a few minutes the solution was filtered through sand. 
Of the treated water 2000 c.cm. was taken for the deter- 
mination of the iodine and the sodium nitrite process of 
Martindale and Westcott (loc. cit.) was usually employed, 
although certain modifications were necessary in some 
instances—namely, the addition of potassium nitrate prior 
to incineration to ensure the oxidation of the iodo-compounds 
in the presence of organic matter. The following forms 
of iodine were used: iodine, hydriodic acid, potassium 
iodide, potassium iodate, iodoform, iodophenol, and an 
infusion of the seaweed bladder-wrack (Fucus vesiculosus). 

Both in distilled and tapwater (M.W.B. derived 
from the Thames) all these forms of iodine were 
removed invariably and completely by treatment 
with activated carbon either by passage through 
its granular form or by the addition of the powdered 
variety. The dissolved iodine is usually considered 
to exist in natural waters, either in the free state 
or as an iodide or iodate, but it probably sometimes 
occurs in organic combination. 

Although it is desirable that an investigation on this 
subject should be carried out with a water-supply 
actually being treated with activated carbon before 
final conclusions can be drawn, these results show that 
certain forms of iodine are removed completely by 
such treatment. It is evident, therefore, that 
discrimination in the application of carbon in the 
treatment of water or replacement of iodine removed 
by the carbon may be desirable. 


The author is indebted to Prof. G. T. Morgan, 
F.R.S., director of chemical research in the Depart- 
ment of Scientific and Industrial Research, for the 
interest taken in these experiments and for permission 
to publish the results. 


SCORBUTIC HAMARTHROSIS OF KNEE. 


By J. Durtaspy Durvv, F.R.C.S. ENG., 
SURGEON TO THE SIR JAMSHEDJI JLJIBHAI HOSPITAL, BOMBAY, 


A HInpoo male patient, aged 32 years, sought 
advice at hospital because of inability to walk, and 
swelling of the right knee-joint. This joint had 
become swollen for a week without any injury. 


He was extremely ill and was brought on a stretcher at 
the out-patient department. The knee-joint was hot, 
there was patellar tap, and the whole joint surface was 
very tender. He had had continuous fever for past six 
days, and a pulse-rate of 120 per minute, with a dirty tongue. 
There was thus a clear picture of a suppurative arthritis 
of knee. A colleague who happened to be present at the 
time agreed with me in this diagnosis. On exploratory 
puncture, before the operation, we found to our surprise 


am and Westcott: Extra Vharmacopoia, 1929, ii., 
28, 429. 


*Orr, Godden, and Dundas: Loc. cit. 
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that instead of pus we ot nego blood. Gas and oxygen was out of bed, and his weight and general health have 


anesthesia was being adopted, as the patient would not 
allow even a puncture without it. 

During handling of the mouth by the anmwesthetist there | 
was profuse bleeding, which was found to issue from the 
swollen, bluish gums. A history was obtained, after inquiry | 
into diet, that the patient has not had green vegetables for | 
last three years. A tight bandage was applied over the | 
affected knee-joint, and six sour limes were ordered per day | 
from the next morning. The improvement was so striking 
and remarkable that we were induced to increase the | 
number to a dozen per day after a week. The patient's | 
temperature became normal, he — well, and his joint 
swelling vanished. At the end of a fortnight the remaining 
effusion of blood was got rid of by application of six leeches 
and Scott’s dressing. At the end of three weeks the patient 


MEDICAL 


MEDICAL SOCIETY OF LONDON. 





AT a meeting of this society on March 21st, with 
Mr. HERBERT TILLEY, the President, in the chair, 
a discussion took place on the 

Diagnosis of Diseases of the Hip-joint. 

Dr. J. F. BrRatisrorp opened the discussion with 
a paper published on p. 721 of this issue. 

Mr. D. Macrak AITKEN said that clinical diagnosis 
ought to come before X ray diagnosis, because pain 
and symptoms would frequently be found before 
there had been time for such alterations in the bone 
texture as would show in the radiogram ; symptoms 
and pain would also disappear long before the bone 
was cured. Mr. Aitken showed a number of radio- 
grams relating to cases which he had followed right 
through from the onset of the disease or injury to 
the end. One case was a small boy who was brought 
up with recurring pain in the hip for seven months, 
and a diagnosis of tuberculosis. The essential point, 
however, was that although there was rarefaction of 
bone, there was a relative density of the head of the 
femur, and this appeared to contra-indicate tuber- 
culosis, and the rarefaction was characteristic of that 
seen in Perthes’ disease. The symptoms disappeared 
on treatment by recumbency, though some weakness 
still remained. In another child with a fragmented 
head, he decided that the head should not be allowed 
to bear weight, and therefore treated it in a double 
Thomas frame until he saw what he thought was full | 
repair in that head. He showed by means of lantern 
slides the stages of the progress of the case over a 
period of three years, illustrating the slowness with 
which regeneration took place. The child had now 
a good round femur head, with no overlap to be seen. 
He disagreed with Dr. Brailsford in suggesting that 
slipped epiphysis was not the result of injury. His 
own opinion was that it was due to a twist injury 
in which the head remained in the acetabulum, the 
cartilage gave way, and the injured area became 
hyperemic along the region of repair. He showed 
slides relating to a girl who had strained her hip at 
hockey, and had the same sort of pain as was found 
in the early stage of slipped epiphysis. He diagnosed 
the case as an attempt at slipped epiphysis, the girl 
being a little too old to have the actual condition. 


since improved considerably. He has been advised to 
take sour limes throughout the year. 

Certain deductions can be drawn from the above 
case. (1) In acute or chronie arthritis with effusion 
the possibility of the presence of blood should be 
kept in mind. (2) In all joint affections, a routine 
examination of gums, an inquiry into the dietary 
of the patient, or of the occurrence of haemorrhages 
elsewhere, would lead to greater accuracy in diagnosis. 
(3) Before freely incising any joint cavity an explora- 
tory puncture in the operation theatre would help 
in the decision whether to operate or not. 


SOCIETIES _ 


ankylosis, and in every case subjected to Lavalle’s 
operation the pain and spasm had been relieved 
within a week. It was important, however, that the 
operation should take place into the hyperw#miec area, 
and not into the caseous area. The operation had 
been adversely criticised by various authorities on 
the Continent, but Lavalle had insisted on the need 
for going into the hyperemic areas, with the help 
of very good X ray pictures, and of avoiding the 
‘cheesy ’ areas. Certainly in the cases which the 
speaker had seen the operation had been well justified, 
and he thought it a useful procedure for saving joints 
from destruction. 

Mr. WuitcHuRCcH HOWELL said that in the child, 
in the case of tuberculous hip, opinion was veering 
round towards surgical treatment in some form. If 
he himself had a tuberculous hip-joint he would wish 
to have it ankylosed, but if he had arthritis of the 
hip he would wish to have some form of surgery done 
other than ankylosis, preferably some form of arthro- 
plasty or, if that failed, arthrodesis. With regard to 
Lavalle’s operation, he felt that this was only half 
tackling the problem, and that the surgeon ought 
to have more courage and undertake a real surgical 
approach to the hip-joint. 

Mr. N. St. J. Buxton said that the cases for 
diagnosis of hip-joint conditions which were most 
difficult to him were the ones which resulted in a 
normal X ray picture. He mentioned the case of a 
schoolboy of 15 who was injured while playing 
football. He was told to lie up for a few days, and 
after about a fortnight went again into the football 
field, and his hip failed. The skiagram showed a 
normal appearance. After rest in bed for a fortnight 
or three weeks normal function was recovered. Of 
course, now and again one discovered tuberculosis 
in that way, but he took it that in the majority of 
these cases there was an effusion in the joint which, 
in the case of the knee, was visible because there the 
fluid was entirely superficial, but it was not seen 
in the case of the hip. When there was osteomyelitis 
in the upper part of the femur also the X ray picture 
was often normal. 

Dr. BRAILsFORD, in replying on the discussion, 
admitted that in acute cases very often little help 
could be given by means of X rays, though at times 
information was forthcoming by that means which 


Mr. Aitken went on to remark on the operation! would not be possible by any other. With regard 


introduced by Lavalle, of Buenos Aires, which 
consisted of tapping the hyperemic area and putting 
in a thin spine of bone, so as to relieve congestion 
and promote bone repair. The success of this 
operation turned upon its ability to hasten the repair 
of the bone, and Mr. Aitken had definitely found 
that it did so. He had taken relapsed cases, in 
which the only course appeared to be to do an 





to the treatment of Perthes’ disease, of which Mr. 
Aitken had shown so excellent an example, he noticed 
that in the last report of the American Orthopedic 
Association a remark was made to the effect that no 
good had come from rest treatment in this condition. 
But one had only to look at Mr. Aitken’s examples to 
see that the condition could heal in the most wonderful 
way if treated properly. 
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NORTH OF ENGLAND OBSTETRICAL 
AND GYNACOLOGICAL SOCIETY. 





AT a recent meeting of this society held in Sheffield 
a paper on the 


Conservative Treatment of Eclampsia 


was read by Drs. E. A. GERRARD and R. L. NEWTON 
(Manchester). The 100 cases on which it was based 
had been collected during three and a half years, at 
St. Mary’s Hospital, Manchester, and one or other 
of the authors had been partly responsible for every 
case. The paper began by reviewing the results of 
treatment during the 20 years from 1908 to 1928. 
Before 1920 there was no routine method of treatment, 
but this usually consisted of purgation and diaphoresis, 
while Cesarean section and accouchement forceé 
were frequently resorted to. The mortality-rate 
for this period was 35-6 per cent. In 1920 the Dublin 
method was adopted, and as a result the mortality- 
rate fell to 19-8 per cent. for the following eight years. 
A criticism of this method was the adverse effect that 
repeated colon lavage appeared to exert upon the 
patient’s heart. In 1928 a method was evolved 
which combined Stroganoff’s method with certain 
eliminative measures. This method consisted of ad- 
ministration of morphia gr. } and coramine (a camphor 
preparation) 1 c.cm. Half an hour later gastric 
lavage was performed, leaving in the stomach castor 
oil (2 oz.) and croton oil (2 minims); also colonie 
lavage was carried out, 2 oz. of magnesium sulphate 
being left in the colon. At 1} hours, grs. 30 of 
chloral hydrate were administered by rectum or 
mouth; and the morphia repeated at 3 hours. 
The dose of coramine was repeated at the 4th, 8th, 
12th, 16th, and 20th hours, and chloral hydrate 
grs. 30 was administered at 7 hours, while grs. 20 
were given at 12 hours, and then eight-hourly if 
necessary. As a result of the advocacy by Schwarz 
and Dieckmann of the administration of intravenous 
glucose and intramuscular magnesium sulphate, 
the following additions were made to the standard 
treatment. At the commencement of treatment 
10 e.cm. of 25 per cent. solution of magnesium 
sulphate were given intramuscularly, and 5 c.cm. 
after each convulsion, and at the same time dextrose 
was administered intravenously, 1000 c¢.cm. of 
20 per cent. solution being employed, the injection 
being repeated if necessary. 

There was no operative interference during labour, 
but in a certain number of cases induction of abortion 
or of labour was carried out on account of persistent 
albuminuria following recovery from eclampsia. 
The mode of delivery was by natural forces in 54 
cases, by forceps in 17 cases, by induction followed 
by natural delivery in 7. There was spontaneous 
abortion in 8 cases, and induced abortion in 3 cases. 
Version followed by extraction, breech extraction, 
Cesarean section, and craniotomy were each performed 
on one occasion, and 5 patients died undelivered. 
There were seven deaths in the 100 cases, and the 
mortality fell from 10 per cent. in 40 cases to 5 per 
cent. in 60 cases as a result of the introduction of 
dextrose and magnesium sulphate into the treatment. 
The fetal mortality-rate, after excluding 18 cases 
of post-partum eclampsia and 11 abortions, was 
57-7 per cent. This also included neonatal deaths. 
Only seven of the patients had attended the hospital 
clinic, and of these, three had not attended for some 
time, ard all developed post-partum eclampsia. 
Two cases developed post-partum eclampsia after 





the commencement of eliminative treatment for 
albuminuria. In another case ante-partum eclampsia 
resulted within a few hours of eliminative treatment 
being started, and in the last case eclampsia followed 
labour induced for persistent albuminuria. Albumin 
was absent from the urine on admission in five 
cases and none of these patients died. The urine 
was clear in 78 of the cases on discharge from hospital. 

In reply to questions raised during the discussion, 
Dr. Newton stated that the blood-pressure changes 
had afforded no help in the investigation. He only 
used chloroform during the preliminary washing out 
of stomach and colon in the presence of restlessness. 
The administration of glucose should be followed 
by polyuria, 200 g. being the maximum amount that 
it was safe to give, more being followed by glycosuria. 


Accessory Ureter. 
Dr. J. W. A. Hunter (Manchester) described a 
case of accessory ureter opening into the vagina. 


The patient, whose age was 14, complained that in addition 
to normal micturition there was ibbling of urine for 
about an hour after the act, and intermittently at other 
times. There was incontinence of urine while she was asleep, 
and her mother stated that she had never been dry since 
infancy, in spite of many courses of treatment by drugs and 
training. 

On examination the labia minora were markedly hyper- 
trophied, and after insertion of a speculum a small opening, 
from which watery fluid exuded, was seen about half an 
inch above the urethral orifice slightly to the right of the 
middle line on the anterior vaginal wall. A probe passed 
for about two inches in a direction parallel to the urethra. 
The patient admitted to masturbation, and said that the 
irritation caused by the constant moisture had initiated this 
practice. 

On investigation by cystoscopy after indigo-carmine 
injection two ureters were shown opening in normal positions, 
and each kidney apparently was functioning normally. 
Sodium iodide was injected into the suspected accessory 
ureter with some force, and radiological examination showed 
a track extending in a tortuous manner to the upper part 
of the right kidney. In conjunction with Mr. Hector 
Scotson, Dr. Hunter decided to explore the right kidney 
after a bougie had been passed along the right ureter as far 
as the renal pelvis. At operation normal kidney tissue was 
present with a large pelvis, but a small upper pelvis drained 
the u = pole of the kidney and led into a thickened tortuous 
and ai ated tube, obviously the upper end of the accessory 
ureter. A wedge of the upper pole of the kidney with about 
six inches of the accessory ureter was excised. Con- 
valescence was uneventful, the function of the right kidney 
was later shown to be normal, the patient is now in 
perfect health, and there has been a complete cessation 
of incontinence and masturbation. 


Dr. Hunter had traced over 100 cases of accessory 
ureter opening externally, and mentioned several 
series of cases. He referred in particular to the 
theory advanced by Spitzer and Wallin in 1928, 
and confirmed by Kraft in 1931. This was to the 
effect that the so-called supernumerary kidney and 
ureter opening into the vagina is really a persistent 
mesonephros and Wolffian duct, thus distinguishing 
the condition from supernumerary ureters opening 
intravesically which result from bifurcation of the 
normal ureter. Dr. Hunter believed that his case 
afforded further proof of the theory. No indigo- 
carmine appeared at the a¢cessory opening and there 
was no smell of urine and no evidence of irritation 
in the vulva or vagina. Also at operation the upper 
pole of the kidney was found to have a blood-supply 
quite distinct from the rest of the kidney. 


Pelvic Tumours. 

Prof. A. M. CLaYeE (Leeds) described an unusual 
pelvic tumour removed from a patient, aged 29, 
who gave a history of two abortions and who was sent 
into hospital with a diagnosis of threatened abortion. 


There was an enlarged uterus suggesting a retroverted 
gravid uterus, but X ray examination failed to show a 
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foetus, and the Aschheim-Zondek test was negative. She 
menstruated regularly for three months, and was then found 
to have a slightly irregular tumour reaching to a point 
two-thirds of the way to the umbilicus, and extending 
in the recto-vaginal space to within two inches of the 


perineum. 

Laparotomy revealed a pale, irregular, partly cystic 
tumour which was invading both broad ligaments and 
almost filling the pelvic cavity, a small area of the upper part 
of the uterus only being visible. Enucleation being 
impossible, the uterus was removed with the tumour, but the 
appendages were conserved. Histological examination of 
the tumour revealed a telangiectatic condition in places, 
and a collagenous stroma separating columns and strands 
of cells suggesting either an cedematous fibro-sarcoma, or an 
endothelioma, apparently arising in the cervix. 


Mr. N. L. Epwarps (Sheffield) showed two speci- 
mens of ovarian tumours resembling granulosa-cell 
cancer. 

The first was removed from a married woman, aged 54, 
who was menstruating regularly, and had noticed an 
abdominal swelling with attacks of pain for several months. 
The tumour, roughly oval in shape, contained a tic 
part near the lower pole and a solid area ee like a 
scirrhous carcinoma, in the — part. tion of the 
cystic part showed a typical cyst-adenoma, while the solid 
part of the tumour contained a dense stroma and also groups 
of epithelial cells arranged radially, many groups having a 
central clear space. Insome of the central cavities there was 
a large cell containing much protoplasm, the whole picture 
suggesting an immature follicle and the consequent diag- 
nosis of granulosa-cell cancer. 

The second specimen was a large cyst weighing 17} Ib. 
removed from a patient aged 68. There was an irregularly 
lobulated solid mass the size of a coco-nut projecting 
from the main cyst. Section showed alveoli containing 
pseudo-mucin, and lined by several layers of high columnar 
cells resembling early carcinomatous change in a_ cyst- 
adenoma, but also certain solid groups of cells surrounding a 
central space which again suggested granulosa-cell cancer. 


Mr. Edwards referred to Goodall’s theory of the 
derivation of cyst-adenomata from the reticular 
cords, and to the possibility that, in the event of 
malignant changes taking place in one of these cysts, 
the cells might revert to a type bearing some similarity 
to those of the membrana granulosa. 





THE LONDON ASSOCIATION OF THE 
MEDICAL WOMEN’S FEDERATION. 


A MEETING of this Association was held at B.M.A. 
Iiouse on March 17th with Dr. LETITIA FAIRFIELD, 
the President, in the chair. A symposium of four 
papers was read on 


Analgesia and Anzsthesia in Normal Labour. 


Dr. Ruopa Apamson (Leeds), speaking on the 
obstetrician’s aspect, said that the objections voiced 
by the medical profession against the use of anws- 
thetics in midwifery cases came under three main 
heads, (a) the time that the medical attendant needed 
to spend with the patient, (b) the risk of post-partum 
hemorrhage, (c) the risk of death from the administra- 
tion of the anesthetic. She pointed out that the 
obstetric art had changed from the province of the 
physician to that of the modern obstetric surgeon. 
At the present day, midwifery was considered to be 
always a department of surgery, and was only 
occasionally complicated by some medical condition 
such as a toxemia or cardiac incompetence. The 
process of labour, if it was to be looked upon from the 
surgical point of view, could best be compared in the 
first and second stages to a colic, which was terminated 
by a spontaneous amputation at the placental attach- 
ment at the end of the third stage. Women who 
had experienced a spontaneous labour and a renal 
or biliary colic held that the pain was closely similar. 





Authentic cases of entirely painless labour had been 
observed, but they were undoubtedly very rare. 
Some observers denied the very existence of obstetric 
shock apart from faulty obstetric practice, but Dr. 
Adamson quoted cases where labour had been 
spontaneous, without any interference, and the 
patient suffered from severe shock. Want of rest 
and sleep during the first stage of labour led to 
exhaustion, and predisposed to shock; sedatives or 
narcotics were needed if the labour was prolonged. 
In the second stage of labour some form of anesthetic 
helped to prevent laceration of the perineal body. 
If the pain was relieved, the patient was more amen- 
able, and the scientific delivery of the child’s head 
was achieved by the obstetrician only at the proper 
time. Dr. Adamson held that anesthesia pushed 
to complete surgical degree at the time of the crowning 
and delivery of the head was the best aid to preventing 
tears. The objections raised to the giving of an 
anesthetic in labour were then discussed. Many 
maternity nurses, from a desire to show their skill, 
welcomed the chance of a delivery before the advent 
of the doctor. This attitude in the maternity nurse 
was often encouraged by the family doctor unknown 
to the patient. The fee charged for a private maternity 
case in working- and middle-class practice was 
ludicrous in its disproportion to the demands upon 
the time and responsibility of the doctor. While 
such low fees were paid there was some justification 
for the point of view that midwifery takes up too much 
time from the busy general practitioner when he has 
other duties to perform. Dr. Adamson had found 
no evidence that the risk of post-partum haemorrhage 
was increased by the use of a general anesthetic. 
In the Leeds Maternity Hospital it had been the 
practice since 1926 to administer a general anesthetic 
to the obstetrical degree to all patients in exactly 
the same way as an administration would be given 
in an ideal private practice. This had been instituted 
for three main reasons: (1) humanitarian, to relieve 
suffering of the patient ; (2) to teach the students the 
use of chloroform given by the drop method, since 
the anesthetic of choice for general surgery is ether- 
It was also hoped that the students would learn to 
look upon an obstetric anesthetic as the usual 
procedure, and that when they became family doctors 
they would use it on their patients ; (3) the administra - 
tion of a general anesthetic made a deliberate delivery 
possible in every case, so that the stages could be 
demonstrated to every medical student and pupil 
midwife present at the labour. The anesthetics were 
given in turn by students holding obstetric clerkships 
for three months, during which time they lived in 
a hostel beside the hospital, and were available for 
all deliveries during 24 hours every day. Anes- 
thetics were given for (1) examinations for estimating 
disproportion in contracted pelvis, and for certain 
versions, (2) all operative deliveries, (3) normal 
deliveries in every case of which the second stage 
lasted long enough for anesthesia to be started. 
For examinations and version, open ether was given, 
and for operative deliveries the anesthetic chosen 
depended on the type of operation—i.e., for a Cesarean 
section usually ether, unless a spinal anesthetic 
was preferred, and for a forceps delivery or perineal 
suture usually chloroform. In all normal deliveries 
chloroform was used after the presenting part began 
to dilate the vulvar orifice, and was continued until 
complete delivery of the head, delivery of the trunk 
and placenta being effected without any further 
anzsthesia while the patient was still somewhat under 
its influence. Open ether was used when the patient 
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had already had chloroform, or suffered from toxemia 
or organic heart disease. 

Comparing results before and after 1926 when 
the general use of anesthetics was instituted in her 
hospital, Dr. Adamson said that deliveries now were 
about 145 each month, against about 100 before 
1926. The number of hemorrhage cases and the 
number of cases of perineal laceration had lessened. 
No anesthetic deaths had occurred. At present 
anesthetics were not being given on district for 
normal cases. She considered that a discussion upon 
anesthetics in obstetrics would be a matter for 
astonishment to the next generation for these 
reasons: (1) The mothers of the next generation 
would demand relief from the pain in childbirth as 
a rule, and would refuse to bear children if this was not 
conceded. (2) Obstetrics would come to be more 
and more looked upon as a branch of surgery involving 
the occurrence of a visceral colic, which led to great 
physical exhaustion, mental jolting, and surgical 
shock if unrelieved ; on surgical grounds the use of 
anesthesia would be considered an essential part 
of the scientific management of a maternity case. 


THE ANZSTHETIST’S STANDPOINT. 

Dr. Enip BROWNE suggested that analgesia 
rather than anesthesia was wanted, so that the 
mother could retain some consciousness of the hours 
of her delivery, while her pain was made tolerable. 
Three pains stood together as the most acute in 
character and exhausting in effect—biliary colic, 
renal colic, and the pain of a woman in labour. The 
two former were relieved as a matter of course ; 
the latter thus far we had been content to watch 
because it was physiological in origin. At last there 
was an awakening to the real need of the woman 
in childbirth, which was not only that of safe delivery. 
Two main classes of drugs were available: drugs 
that could be taken by mouth, or injected, and inhala- 
tion anesthetics. Injection could be rectal, intra- 
muscular, intravenous, or spinal. Of rectal injections 
quin-ether and avertin had their indications, but only 
a small proportion of cases were suitable for rectal 
injection. Of intramuscular injections, morphia and 
its derivatives, especially opoidine and scopolamine, 
were discussed. With the latter each case needed 
careful watching. In some because the pulse became 
alarmingly rapid, or the patient might become 
maniacal. Of intravenous drugs, pernocton, sodium 
amytal, and nembutal were hypnotics, and when the 
amount necessary to produce deep hypnosis or 
analgesia was given, the drop in blood pressure 
might be alarming. Nembutal was now being tried 
at the London Hospital and at Queen Charlotte’s. 
The pains were unaffected, but the patient had no 
memory of them. Spinal injections were very useful 
for the second stage in bad cardiac cases, but were 
limited in the time of action and not easy to give to 
one already in the throes of labour pains. 

Inhalation anesthetics —Of these, ethylene had 
the disadvantage of being highly explosive ; ether was 
also inflammable as well as being unpleasant to take 
and had also other disadvantages for routine use. 
C,E, was a useful combination which might be more 
widely used in midwifery. Chloroform was of small 
bulk, potent and controllable in character. To the 
practitioner working single-handed it was invaluable, 
and the patient could safely be given a Junker to 
operate herself. It was the anwsthetic of choice 
if required for second stage or actual delivery of the 
head only. Dr. Browne enumerated the well-known 
disadvantages of chloroform, and pointed out that 
gas and oxygen was an anesthetic that could be used 





from the beginning of the first stage to the end of the 
third stage if wanted, without harm to either mother 
or child. Its merits included depression of pain 
centres without loss of consciousness, absence of 
interference with the normal mechanism, a shortening 
of the second stage (because the patient’s coéperation 
brings voluntary forces into play), and absence of 
shock and hemorrhage. The difficulty of its universal 
use lay in its cost and its mechanical complexity. 
At present it was available only for the wealthy or 
the institutional patient. At the Royal Free Hospital, 
through a fund raised by Lord Buckmaster, Lady 
Balfour of Burleigh, and others, a resident anes- 
thetist was available for the service of normal labours. 
In the obstetrical unit under Prof. McIlroy, no woman 
who wished for alleviation of her pain need go without 
for want of an administrator. The unit statistics 
for the last six months’ work, covering some 300 
cases, would shortly be published. The general plan 
was to give sedatives either by mouth or intra- 
muscularly during the first stage of labour, and 
gas and oxygen throughout the second stage, with 
either chloroform or ether for the crowning of the head. 
Experience had proved that if given at the right time 
(three fingers dilatation) morphia does not damp off 
the uterine pains. Given in the form of opoidine 
(1 c.em. being equal to gr. 1/6 of morphia), it had had 
no harmful effect on any child. In the 300 cases 
there had been no case of P.P.H. attributable to 
analgesics. Even after a long labour, those who had 
received opoidine were alert and normal immediately 
after delivery. Miss Oldaker, the obstetrical anws- 
thetist, had. informed the speaker that the whole 
of the cases had been anesthetised during the second 
stage with gas and oxygen, except where they refused, 
or where the second stage was very rapid ; the mothers 
described it as a godsend. Finally, Dr. Browne 
drew attention to a recent article by Prof. Hugo 
Sellheim, of the Frauen Klinik, Leipzig, appealing 
for the sanction of the profession for the administra- 
tion of certain analgesics by midwives in the absence 
of the doctor. He pointed out how hard it must be 
for the midwives to listen to the “ ceaseless 
complaining of the tormented woman” and have 
so little to offer her for her relief. Sixty per cent. 
of the women in England were delivered by midwives 
in their own homes ; if our ideal was the alleviation 
of labour pains for every woman, we must pursue the 
quest for possible analgesics untiringly till we had 
found the maximum potency that could be given with 
absolute safety, not only by medical hands. 
AN ESTHETICS IN GENERAL PRACTICE. 

Dr. C. PHELPS said that it was necessary to remember 
what a simple thing an ordinary labour might be. 
She gave a graphic description of the difficulties which 
beset a doctor who attends a working-class woman 
in her home. A willing and conscious patient who 
would use and control her pains under the doctor's 
direction was usually easier to manage than a patient 
who was drowsy from drugs, light-headed and without 
self-control after light chloroform inhalation, or 
unconscious. Asepsis was more difficult to maintain 
when an anesthetic had to be given or supervised 
by the accoucheur, while prolonged chloroform 
anesthesia caused some lack of tonicity in the uterus, 
and sometimes a certain amount of hemorrhage 
occurred when the placenta was separating. These 
difficulties were not insurmountable, and were mostly 
due to being single-handed. It was certain that the 
use of sedatives reduced the strain and exhaustion 
of a prolonged labour, while a timely anwsthetic 
might save a perineum from a troublesome tear. 
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But the argument for sedatives and analgesia was 
chiefly that they would relieve the ordinary woman 
in her so-called normal confinement from severe 
and prolonged suffering which it was no longer 
necessary that she should bear. Dr. Phelps herself 
preferred, when the patient sent for her in good time, 
to give a sedative such as pot. brom., chloral hydrate 
with tinct. opii or an opium pill as soon as the pains 
began to cause discomfort. The sedative did not 
delay the labour ; it often seemed to expedite matters. 
The dangerous effect of opium on mother and child 
seemed to have been rather exaggerated, unless it was 
given in large and repeated doses. She withheld the 
anesthetic until the head was upon the perineum, and 
gave it only for the last and most painful period of 
the labour. The difficulties could be met by a greater 
measure of coéperation between doctors and midwives 
in the management of pregnancy and labour. The 
delivery of the child might well be left in the hands of 
midwives, while the doctor who had been trained in the 
knowledge and use of potent and dangerous drugs 
should be responsible for the administration of 
sedatives and anesthetics. It should be possible 
for all primipare, and all multipare who require 
it, to have the boon of sedatives and anesthetics 
in childbirth. It was after all no new thing, and 
women in better economic circumstances had had it 
for years with no bad results. The time had gone 
by when one class, because of its poverty, should 
be debarred from the relief of prolonged and extreme 
pain. 


THE MIDWIFE. 
Miss Eva PYE (President of the Midwives’ Institute) 
said that the fact that 60 per cent. of the births in 
this country were attended by midwives, and the 


theory that they were not fit to be trusted with any 
drug other than a simple aperient, had no doubt 
added its weight to the inertia on this question of the 


alleviation of pain in normal childbirth. The 
scantiness of the midwives’ training in the use of 
drugs, the fact that local authorities discourage them 
from using drugs, and the acceptance among patients 
of the idea that nothing can be done to relieve pain, 
has led to midwives acquiescing in doing nothing 
to relieve quite unnecessary suffering. This attitude, 
said Miss Pye, was indefensible, being unscientific 
as well as heartless, and it might be one of the 
contributory causes of maternal morbidity, even 
mortality, through the exhausting effect of acute 
pain, and the debilitating effect of fear of it. In 
the first stage of labour, the use of sedatives was 
essential in some cases, and advisable in most, if not 
all. There was nothing in their rules to prevent 
midwives from making use of chloral, bromide, or 
even opium, provided they had been properly taught 
how and when to use them, or other suitable sedatives. 
Not a single case had been quoted in which the 
administration of sedative drugs by the midwife 
had proved harmful. It was not true that these 
drugs if harmless were also useless. The psychological 
aspect of the relief of pain and distress could best be 
observed by those who remained with the patient 
throughout her labour. The value of active treat- 
ment during the first stage with a firm promise of 
help for the final pains was of inestimable value. The 
midwife’s practice was concerned with normal labour 
only, and as far as her experience was concerned 
she did not consider that for the second stage general 
anesthesia was either necessary or advisable. She 
regarded it as an actual danger, in view of the tempta- 
tion to the medical practitioner who alone could 
administer it, to interfere with the normal course of 





labour in order to shorten it, because of the pressure 
of his other work. There was, however, much to be 
said for being abie to give the patient something 
to inhale during the later pains, and at their height, 
which would render the mother less sensitive. She 
had conceived the possibility of crushable capsules 
of chloroform, and these were now on the market. 
Thanks to the National Birthday Trust Fund the 
money had been found for the initial experiment of 
testing their value during the last nine months. 
Under Mr. Carnac Rivett the resident staff at Queen 
Charlotte’s Hospital had tested them, and at the 
Middlesex Hospital the midwives had also tested them 
with complete success. From two to at most four 
capsules of 20 minims each appeared to give 
satisfactory relief, and there had been no contra- 
indication. Since the very small quantity of chloro- 
form involved precludes true anwsthesia, and since 
ap absolute check on any midwife using them would 
be available through her register in which the 
administration of each capsule would be entered, 
it was hoped that local authorities would not place 
any difficulties in the way. The use of such capsules 
would enable every mother in the country whose case 
was normal to have sufficient relief to take away the 
worst of the pain, together with the fear of it. Mid- 
wives wanted better training in the use of drugs that 
relieve pain in childbirth, and the free use of such 
drugs in training schools for midwives. As the 
attendants upon a normal function, midwives asked 
to be taught to remove as far as possible, fear, distress, 
and pain from every normal labour. 

Mrs. IvENS KNOWLES said that she had always 
advised the use of morphia, although there had been 
a disinclination to allow midwives to give injections 
without the permission of the doctor in charge. 
Midwives should first be taught, and then authorised 
to give sedatives. She had never seen ill-effects 
from analgesia in the first stage. The administra- 
tion of gas and oxygen was now taught to students. 
Would it not be better for them to learn simpler 
methods which could be used in practice ? 


Mrs. MALLISON asked whether there was any 
danger in allowing patients to use a Junker apparatus. 
Dr. BROWNE, in reply, thought that there was no danger 
to the mother because air was given with the chloro- 
form, but a very long administration might have a 
bad effect on the child. 


Dr. Dutcie LuKiIs said that when the patient has 
a severe pain she merely gripped the bulb hard and 
did not pump. 

In answer to a question as to whether the few 
minims of chloroform had an actual analgesic action 
or worked mostly by suggestion, Dr. ADAMSON said 
that she had been asked to test some of the capsules 
spoken of by Miss Pye and had formed the impression 
that they were not so efficacious as chloroform by the 
drop method, but were much better than nothing. 
The difficulty would be to persuade local authori- 
ties that midwives should be allowed to use such 
capsules. 

Dr. KATHARINE LLOYD WILLIAMS, who demon- 
strated a portable apparatus made by Messrs. King 
and Morgan, said that gas and oxygen was very 
simple to use and she could see nothing against 
allowing midwives to use it. 

Dr. REMINGTON Hosss said that for many years at 
St. Mary Abbots Hospital no arrangement was made 
for analgesics in normal cases. Later morphia 
and a few whiffs of chloroform and ether were given 
and now gas and oxygen was the routine. He. 
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agreed that more scope should be allowed to midwives, 
who should be allowed to give morphia or chloroform 
capsules. 

Miss MARGARET BaSDEN laid stress on the mental 


oxygen were relatively expensive the cost would be 
negligible as a national expenditure if midwives 
could be trained to use it, and it was such an extremely 
good anesthetic that it could certainly not be left 


factor. Women had great fear of the pain of | out of consideration. Research ought to be concen- 


labour. 


Lady BaRRETT pointed out that even if gas and | 
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trated on an anesthetic suitable for the large 
percentage of women delivered by midwives. 








Manual of Bacteriology. 


Ninth edition. By Rorert Murr, M.D., F.R.S., 

and the late James Ritrcuie, M.D., F.R.C.P. Edin. 

Revised by Cart H. Brownine, M.D., D.P.H., 

F.R.S., Gardiner Professor of Bacteriology, Uni- 

versity of Glasgow; and Tuomas J. MACKIE, 

M.D., D.P.H., Irvine Professor of Bacteriology, 

University of Edinburgh. London: Humphrey 

Milford, Oxford University Press. 1932. Pp. 866. 

20s. 

Ovr old friend, Muir and Ritchie, has reached its 
thirty-fifth birthday, having been revised, on an 
average, once in every four years during its life. 
Its format is the same as that in which it first saw 
the light but its slim figure has reached that portly 
habit which is so frequently the penalty of middle 
age. Prof. C. H. Browning and Prof. T. J. Mackie 
are responsible for the new edition which contains 
a considerable amount of new matter, especially in 
the section dealing with the viruses, whilst in other 
respects the book has undergone many modifications. 
The authors, wisely we think, have abandoned any 
attempt to provide a full bibliography and have 
contented themselves with giving references to the 
more important recent work and to classical papers ; 
even so the bibliography occupies 35 pages. 

The general characters of this book, which has so 
faithfully served the requirements of many generations 
of students and bacteriologists both at home and 
abroad, are so well known that it is unnecessary 
to restate them. Without being stimulating, or 
indeed even exactly pleasing to read, ‘ Muir and 
Ritchie”’ has always been an accurate, wholly 
reliable, and competent work. It is remarkable how 
little information of value has escaped inclusion, 
which says a great deal for the care and judgment 
with which the material has been chosen. Almost 
the only point open to criticism that we have noted 
is that methods occupy as much as 120 pages—i.e., 
between one-sixth and one-seventh of the subject 
matter ; in order to reduce this proportion, instruction 
on subjects such as section cutting and the use of 
the microtome might be left to the many excellent 
technical manuals or works on histology. It is 
curious that the old Sachs-Georgi should be the 
only flocculation test for syphilis described, for this 
test, though of historical interest, is nowadays not 
widely used. The illustrations are good and some 
of the photographic ones exceedingly good, but it is 
a pity that the publishers cannot include their colour 
plates in the text. 





The Science of Signs and Symptoms. 


By Ropert Joun Stewart McDowa tt, D.Sce., 

Professor of Physiology, King’s College, London. 

London : William Heinemann, Ltd. 1931. Pp. 440. 

218. 

Tuts book is an enlarged and altered edition, 
under an altered and perhaps less happy title, of the 





author’s “‘ Clinical Physiology,” already well known 
in this country and abroad. Any rigid separation of 
physiology from the practice of medicine and surgery 
must ultimately be to the detriment of both, and 
attempts such as this one to bring the two into closer 
contact is welcome. Prof. McDowall will earn the 
thanks of practitioners who read his book, and his 
reward will be their added interest in the everyday 
signs and symptoms met with in the course of their 
work. Forthe contents will undoubtedly stimulate the 
reader to think—and perhaps argue—about many 
things which he has hitherto taken for granted or not 
bothered to inquire into. Its scope is large, and some 
parts of the subject are treated somewhat super- 
ficially. In places the meaning is difficult to follow, 
but for the most part the style is clear and emphatic, 
particularly in the chapters on the nervous system, 
respiration, and digestion. 

We can heartily recommend the book as offering 
not only practical assistance in the understanding 
of disease but a stimulus to greater interest in 
physiological principles. 





A Text-book of Pathology. 


Fifteenth edition. By Francis DELAFIELD, M.D., 
LL.D., and T. MitcHett Pruppven, M.D., LL.D. 
Revised by Francis CarTER Woop, M.D., Director 
of the Pathological Department, St. Luke’s Hospital, 
New York; Director of the Institute of Cancer 
Research, Columbia University, New York. Edin- 
burgh: E. and S. Livingstone. 1931. Pp. 1339. 
558. 


Tuis text-book of pathology, now in its fifteenth 
edition and sixtieth year, has never so far as we 
are able to ascertain achieved the same degree of 
popularity in this country as it has evidently enjoyed 
in America. It is a book written on conventional 
morphological lines, bearing some resemblance to 
Coats’s pathology, which was familiar to students 
of a generation ago. In this edition there are still 
many survivals from an earlier stage in the evolution 
of pathology that might well have been omitted 
and many diffuse and indefinite statements which 
give rise to the suspicion that the author has not 
clarified his ideas upon the processes he describes. 
For example, the heading arterio-sclerosis (chronic 
arteritis) suffices for the whole gamut of conditions, 
such as atheroma, endarteritis obliterans, medial 
hypertrophy, Ménckeberg’s sclerosis, and, apparently, 
syphilitic aortitis (since the Fig. 391, if it represents 
anything, shows syphilitic mesaortitis associated 
with a plaque of atheroma). To take one paragraph 
from this section of the book “. . . in the smaller 


vessels arterio-sclerosis may lead to extreme narrowing 
or occlusion of the lumen. When this does not occur, 
and especially in the medium-sized arteries, since 
the new tissue is less elastic than normal and liable 
to yield to the pressure of the blood, the lumen may 
in places be dilated (Fig. 392) or the wall may rupture | 
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In this way aneurysms may form.” It is difficult 
to know what the student is intended to gather from 
this statement, or to reconcile it with what is known 
of the causation of aneurysm. Incidentally, Figs. 384 
and 385 both bear the legend ‘‘ Chronic arteritis— 
arterio-sclerosis—obliterating endarteritis,” whereas 
in this country the one would be classified as 
atheroma and the other as endarteritis obliterans. 

A similar lack of definition in the presentation con- 
fronts us when we turn to nephritis. Here we have 
nephritides (lesions in which inflammatory phenomena 
predominate) and nephroses (lesions in which the 
degenerative phenomena predominate), and yet 
under nephritides we find suppurative nephritis, 
acute diffuse nephritis, and chronic nephritis, the 
latter being subdivided into a vascular subgroup 
containing (a) arterio-sclerotic contracted kidney, 
- and (6) a combined type or true contracted kidney, 
and a second subgroup of an inflammatory and 
degenerative type of chronic nephritis containing 
{a) a parenchymatous type of chronic nephritis, and 
{b) interstitial type of chronic nephritis. In the 
face of this galaxy of nephritides it is difficult to 
understand the reason for the existence of nephroses. 
These latter (we are told) are “lesions of the kidney 
in which the degenerative processes predominate.” 
When we turn to these—after comprehending that 
the widespread web which embraces all the above- 
mentioned types of renal change has caught up only 
inflammatory conditions—we find that the histological 
changes in the nephroses may be considered under the 
heads of cloudy swelling, extensive cellular changes, 
reaction in the vascular connective tissue (‘* inflam- 
mation is evident in the interstitial tissue, and a 
few glomeruli may show a capsular hyperplasia and 
ultimately atrophy of the tuft ’’), and a stage of repair. 
And to add to this inferno of confusion amyloid 
change is also included under this heading. Of 
course, it is not wholly the authors’ fault. They 
are in the best of company, and no doubt feel it 
incumbent upon them to find room for all views. 
It is the curse of renal pathology that it is still regarded 
as fair game for the systematist, whilst it exercises, 
for all claimants to any form of pathological know- 
ledge, a fascination whose intensity is in inverse 
ratio to the experience possessed. No one suffers 
except the student, and even for him there is usually 
grace, for few examiners nowadays will risk a question 
in this most distressful subject. 





Diabetes. 
Its Control by the Individual and the State. Harvard 
Health Talks, No. 18. By Entiotr P. Jos.in, 
M.D. London: Humphrey Milford, Oxford Uni- 
versity Press. 1931. Pp. 70.° 6s. 

Diabetes mellitus is a disease which is increasing 
at the present time, and it now ranks ninth or tenth 
in the U.S.A. mortality tables. Little attention 
to the control of this disease is being given by 
individuals, and none by boards of health. Prof. 
Joslin, who has taught us much about diabetes, 
and has helped greatly to improve the treatment, 
is a most suitable person to give one of the Harvard 
Health Talks, presented as public lectures in the 
medical school, of which this is the eighteenth, 
to be published in volume form. The facts about 
diabetes and insulin, and the importance of diet, 
are given simply. The importance of the intelligent 
participation in the treatment by the patient or his 
attendants is stressed and a new way of spreading 
the gospel is described. ‘‘ Wandering diabetic nurses”’ 
travel up and down the State of Massachusetts and 


visit patients in their homes; they advise about 
diet, and see that the doctor’s instructions are being 
carried out. They work in collaboration with the 
local doctor, and help to spread up-to-date knowledge 
on diet and insulin. It is hoped at a later date to 
create diabetes centres in'different parts of the State, 
where the doctor can send patients for estimations 
of blood-sugar, or send samples of their blood. At 
these centres a diabetic nurse will be available to 
advise about diets. The value of a well-trained 
dietetian, working in the out-patient department 
of a hospital is great, and Prof. Joslin’s scheme 
is a good one, especially if the local doctors will 
coéperate. 

He gives advice on the preventive aspect—namely, 
on the desirability of avoiding obesity, in order to 
maintain health and prevent the onset of diabetes. 
In his view two diabetics should not marry and have 
children, but the marriage of one diabetic, provided 
that the partner is aware of the dangers, is allowable. 


Hydrogen Ions. 


Their Determination and Importance in Pure and 
Industrial Chemistry. Second edition, revised and 
enlarged. By Husert T. 8. Britton, D.Se.Lond., 
B.Sc. Bristol, D.1.C., F.1.C., Lecturer in Physical 
Chemistry, University College of the South-West 
of England, Exeter. London : Chapman and Hall. 
1932. Pp. 589. 25s. 


Some knowledge of the measurement and theory 
of hydrogen-ion concentration is nowadays an 
important part of many branches of science and 
industry, and in this book the author has succeeded 
in giving a straightforward account of hydrogen ions 
and their place in pure chemistry and in technical 
and industrial processes. The book is not merely 
a technical handbook. Its first half is concerned 
solely with the theory and practice of electrometric 
and colorimetric methods for the determination 
of hydrogen ions, and with the various types 
of half-elements and electrodes used in these 
measurements. 

Some 50 pages are then devoted to the principles of 
volumetric analysis, including the nature of titration 
curves, with several examples showing the calculation 
from these of dissociation constants of acids and bases 
of various types. The dissociation of ampholytes 
and the “ zwitterion ” theory of Bjerrum are simply 
and clearly explained in this section. In the present 
edition this account is followed by a chapter giving 
a satisfactory introduction to recent theories of 
electrolytic solution, as far as they are involved in 
the study of the activity of hydrogen ions. The 
Debye-Hickel Lewis theory of electrolytes is accorded 
some 20 pages, and the biologically important question 
of the effect of salt concentration on dissociation 
of acids and bases is briefly discussed in the light of 
the activity theory. The author points out the 
difficulties in the way of defining electrode potentials 
in terms of activities of ions in view of the fact that 
no method exists for the determination of single ion 
activity. Throughout the book he adopts the 
policy of interpreting electrode potentials in terms 
of concentrations rather than of activities. In the 
present state of our knowledge of the theory of 
solutions, the tendency seems to be definitely in the 
direction of activities ; but for most practical purposes 
it is not essential to make the distinction, and the idea 
of concentrations is probably still the more familiar 








one to the majority of readers. A comprehensive 
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selection of buffer solutions is then described,| the problems of sex such psychological discoveries, 
including some useful “universal” buffer mixtures | particularly in the field of psychopathology, as will 
covering a very wide range of pH. Colorimetric | help the layman to understand the sexual problems 
methods of pH measurement have nearly 60 pages | of adolescence and married life. 
to themselves and this part of the book closes with Mr. Weatherhead and Dr. Greaves do not, however, 
full descriptions of the preparation of a number of | go the whole way on the road of psychological advance- 
indicator solutions for use in these methods. ment; they pause to examine the psychological 
The above occupies one-half of the total number of | theories of sex in the light of current morality, and 
pages and constitutes a self-contained and concise, yet | rest their views upon a broad Christian basis. The 
thorough, survey of the whole field. It is followed by book deals with such human problems as silence and 
the more special sections, of which five chapters are ignorance, comradeship and flirting, birth control, 
devoted to the importance of hydrogen-ion concentra- unhappy marriages, and the various disorders of 
tion in inorganic chemistry, more particularly in sex life and the relationship of sex to society. The 
the precipitation of inorganic salts. It is in this field final chapter deals with healthy-mindedness, and the 
particularly that Dr. Britton has made many important appendix with an outline of the physical facts, a 
contributions. The chapters dealing with the pre- knowledge of which is deemed necessary to happy 
cipitation of phosphates and carbonates will be of marriage. While the book is full of interesting 
special interest to medical readers. information and useful advice, one has the constant 
impression that while the author accepts the findings 
of modern psychology he feels under some restraint. 
The Mastery of Sex He himself would probably be the last to admit 


‘ sie ii this restraint on the grounds that the fundamental 
in aie ere | a Lo > tenets of religion are prior to psychology and that all 
Greaves. London: Student Christian Movement | 2¥™" actions must, in the final reduction, rest upon 
P 1931. Pp. 249. 5 7 | religious faith. The result is that there is a constant 

_— P- » | qualification of psychological opinion, and the book 

Tue object of this book is to dispel the Victorian | is in some danger of giving a false and faulty shelter 

gloom and terror which has enveloped the problems | to those who have the symptoms of a disordered 
of sex. Briefly, the thesis is to bring to bear upon ! sexual life. 
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the appliance (see Figuse). In use several of the 
TEMPERATURE SENSATION TESTER. PP a 
THE instrument herewith illustrated consists of a — » Pg lamps bie a owabe — oo we prea Na wean 
dressings. The ma w is 
plated metal piece, forked at one end to carry two ve ~ —— ee en me 


: . : h hemostat and others lies in the handle being detach- 
special blackened electric lamps and a fitting at the| abje, while it is so designed that there is nothing 
other end to slip y 


into the ordinary 
ophthalmoscope 
type of battery | 
handle. One of| 
the blackened 
lamps can be 
heated from the 
battery while 
the other re- 
mains cold. The 
heated surface | 
is sufficiently | 
large to give a 
definite area of 
fairly high 
temperature, | 
while the contrast 
between the two 
—hot and cold— | 
is readily appreciated. It is specially designed to) 
be always available, easily carried inside the, 
ophthalmoscope case, of no great weight nor size, | 
and it is extremely valuable in just those cases where | 
the more accurate determination of temperature sense | 























is required. _to get in the way of further operative work in the 
The makers are Messrs. Down Brothers, Ltd., | throat. The pressure exerted is quite sufficient to 
St. Thomas’s-street, London, 8.E. control any “ordinary” hemorrhage after the 


H. Wotre Corner, M.D. | removal of the first tonsil. In this way time is saved, 
|and unnecessary ligature of vessels avoided. The 
eli | cost is inconsiderable compared with other more 
A NEW TONSIL HZMOSTAT. elaborate hzemostats. 
Tuts vena consists of a simple spring clamp The instrument has been made from my design by 
with end plates, to which swabs are attached. A | Messrs. Mayer and Phelps, of 59-61, New Cavendish- 
special handle, or applicator, facilitates the use of | street, W. 1. CuHarRtes Beney, M.B. Camb. 
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BRIGHTON’S HOSPITAL SERVICES. 


Tue British Medical Association recently 
complained of the inactivity of its branches and 
divisions in connexion with those local hospital 
services which were affected by the Local Govern- 
ment Act of 1929. Most of them, it was said, 
had failed to place the competent local authorities 
and voluntary hospitals consultative councils in 
possession of their views upon such matters as the 
best use of the existing council and voluntary 
hospital accommodation, whether additions to it 
are desirable, and what form those additions should 
take. Prominent among the three or four bodies 
exempted from this criticism was the Brighton 
division, which at an early date appointed a hospital 
committee to consider the whole subject. The 
proposals of the committee have now been adopted 
by the local medical profession and have been 
issued in pamphlet form for the consideration of 
expert and layman alike. 

The memorandum, which is a very thorough 
piece of work, is based upon the presumption that 
at all events in a great town like Brighton, with 
a high rateable value, the hospitals of the local 
authority will come into sharp competition with 
the voluntary institutions. In such communities 
the councils are able to obtain the best medical 
and surgical skill and to provide the newest and 
most costly equipment. If the voluntary hos- 
pitals are to retain their prestige, and to continue 
to offer an acceptable contribution to the public 
need, the committee believe that, while making 
the position of the visiting medical staffs financially 
attractive, they will be obliged to coéperate for the 
provision of the necessary equipment. This means 
that they must adjust themselves to new condi- 
tions which are hardly, as yet, in full working force. 
After a full review of the local circumstances, the 
main conclusion of the committee, accepted by the 
regional medical profession, is that the ultimate 
needs of Brighton, Hove, and the district would 
best be met by one general hospital, comprising 
all branches of medicine and surgery, and that this 
ideal should be impressed upon the governing 
bodies contemplating enlargement of their institu- 
tions. All fresh accommodation should be pro- 
vided by building on sites provided at this 
general hospital, to which all the other hospitals in 
the district should be affiliated. Existing special 
hospitals should be either retained temporarily 
in their present form or used as recovery homes, for 
private patients, as local medical centres, or as 
‘home hospitals,” or any combination of these 





1Memorandum Outlining Proposals for a General Hospital 
with its Allied Services for Brighton, Hove and District. 
Brighton : The Southern Publishing Co. 


purposes or, if need be, sold. The medical centres 
would relieve the out-patient departments and 
allow of the continuation of the treatment of 
patients, on leaving the hospital, by their own 
doctor ; the “‘ home hospitals” would be for persons 
who, not necessarily on account of their means, 
were unfavourably situated as regards domestic 
accommodation in illness. It is cogently pointed 
out that the use of some of the existing hospitals 
as recovery homes would set free beds in the 
general hospital required for acute cases—at 
present in the Brighton district from ten days to 
three months are needed to remove a patient 
from the waiting-list. Thus, members of the 
visiting medical staff would retain their patients 
under their care until they could go toa convalescent 
home or were able to return home. The importance 
of these proposals is obvious. To retain a patient 
until he is entirely fit to be discharged from medical 
care may be a waste of beds, money, and energy ; 
a stage comes, generally speaking, when both the 
patient and the hospital will benefit by his removal 
to a convalescent or recovery home. Another 
important recommendation is that when the time 
arrives for the creation of the proposed general 
hospital the county and county borough councils 
should coéperate in its formation. This is in 
accord with the suggestion of the memorandum 
on relations between voluntary hospitals and 
municipal hospitals, issued by King Edward’s 
Fund, that where urgent needs are unsupplied 
the local authority should consider whether they 
can best be provided by the municipal or the 
voluntary hospital. The dominant notes of the 
memorandum are, indeed, the imperative need of 
concentrating the work of the voluntary hospitals 
and of friendly coéperation with the council 
institutions. 

Any review of hospital work and needs at the 
present time must take serious account of the 
alarming and unmanageable increase in the number 
of out-patients, a growth often synonymous with 
abuse. The out-patient department is a necessary 
and valuable part of the hospital system, but what 
should be its primary object, consultation, has, 
in great measure, been lost sight of. The Brighton 
memorandum speaks with decision on the subject. 
Much of the work is said to be unnecessary and 
wasteful of money, professional time, and skill ; 
and the existing checks are regarded as insufficient. 
The reforms suggested are comprehensive. Save 
in cases of emergency, access to the out-patient 
department should be obtained only by a recom- 
mendation from a private practitioner, a provident 
or other dispensary, a public clinic, or a public 
assistance medical officer. Only such treatment 
should be given as cannot, in the best interests of 
the patient, be obtained elsewhere under the usual 
arrangements as between doctor’ and patient, 
or under contract arrangement, and every case 
should be periodically reviewed. There is nothing 
here to limit the use of the out-patient department 
in cases where it is the obviously desirable resort, 
while the general practitioner would enjoy oppor- 





tunities of consultation with the visiting staff 
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which now are often hard to come by. There is 
much else of interest in a memorandum which, 
however closely it may come home to the medical 
profession, is also of concern to that wide public 
which at present is somewhat bewildered by changes 
vaguely understood and the implications of which 
are obscure. Its proposals are, indeed, avowedly 
submitted “‘to public bodies and public men and 
women interested -in the subject.”” There will be 
differences of opinion, medical and lay, upon this 
or that recommendation the more especially since 
local circumstances vary, but, taken all round, 
it provides at least an interesting basis for argument 
and at best a foundation on which to build a 
coérdinated hospital service that will eliminate 
wasteful overlapping and make the best use of 
skill and experience. 


& 
> 


CONCERNING OLD AGE. 


Some ten years ago Sir HumpHry ROLLESTON 
delivered the Linacre lecture at St. John’s College, 
Cambridge, taking as his subject the medical 
aspects of old age, and the lecture has now become, 
by some revision and much addition, a volume in 
which the accepted information on longevity is 
passed in review, while the ancient and modern 
aspects of the problems associated with advanced 
years are set out for comparison. The medical 
treatment of the aged is not considered save in 
this indirect manner, that a valuable chapter 
deals with the causes of old age, and where we 
know causes the processes of treatment may 
become logical. On the other hand, we may find 
that the causes withstand all treatment, and this 
in the nature of things will be the usual situation 
with the subjects of old age. And no practical 
hints can be drawn from the records of those who 
have achieved remarkable longevity, because in 
the first place the records are remarkably untrust- 
worthy, and, secondly, the best documented 
examples passed their extended lives in such 
extremely varying manner that they can have 
followed no common recipe for lengthening their 
days on earth. 

In a recent study of the problems of human 
longevity, RayMonD PEARL, in conjunction with 
T. RaENKHAM, approaches the subject from the 
standpoint of constitution: what organ systems 
are most resistant to the wear and tear of living ? 
There has been no dearth of discussion of the 
diseases of senility, from the time of Hippocrates 
onwards, but a review of the literature produces 
very little from the medical statistical aspect, 
although the material for such study is not lacking. 
In the U.S. registration area between 1923 and 
1927 there were, out of a total of nearly six million 
deaths, 85,000 recorded as of persons 90 or more 
years of age at the time of their death. This is a 
statistical sample of respectable size, but its value 
depends largely upon the accuracy of death 
registration at these advanced ages. With the 








1 Medical Aspects of Old Age. By Sir Humphry Rolleston. 
London: Macmillan and Co., Ltd. 1932. Pp. 205. 7s. 6d. 

* Raymond Pearl and T. Raenkham: Studies on Human 
Longevity. V. Constitutional Factors in Mortality at Advanced 
Ages. Human Biology. February, 1932, vol. iv., No. 1. 





coloured population the statistics are very inade- 
quate ; a large proportion of their deaths at these 
ages (about one-third) are debited to “old age ”’ 
and “ senility” ; the proportion is, however, much 
lower for the white population (about 13 per cent.), 
and for this reason the authors have confined their 
attention mainly to the latter. When the organo- 
logical distribution of mortality in this group is 
compared with that of adults in other age-groups, 
it appears that the circulatory system more often 
than any other part of the body sets the upper 
limit of the human life span. The general con- 
clusion is that if this upper limit is ever to be 
materially extended it will be necessary for man to 
acquire a circulatory system organically superior 
to the one he now has—though it might be argued 
that a more likely solution lies in the reduction 
of the strains to which it is subjected. The 
mortality associated with the respiratory system 
presents a somewhat different picture, for the 
percentage of the total deaths is not appreciably 
different at ages of 90 years and upwards from its 
level at ages 60 to 64 years. Passing beyond the 
individual causes of death the authors make a 
broad division of the organ systems into two classes : 
(1) those coming into direct contact with the 
external environment—e.g., respiratory system, 
sex organs, alimentary tract ; (2) those not coming 
into direct contact with the external environment 
—e.g., circulatory system, nervous system. There 
appears to be a steady decrease with advancing 
adult age of the percentage of total mortality due 
to the causes in group (1)—i.e., those directly in 
contact with the external environment—and a 
correlative increase of the total mortality due to 
causes in group (2), those not in direct contact 
with the external environment. This at first sight 
is rather a surprising conclusion, possibly not in 
keeping with the results of investigations of a 
different type—such, for instance, as the negative 
correlation shown to exist between temperature 
and respiratory mortality, appreciable for old 
people but not for young adults, though, it is true, 
these correlations have not been worked for the 
very aged. 

Common custom is certainly to protect the old 
from external environment. Whether the small 
percentage of deaths at advanced ages from causes 
in which the organs in close contact with the 
environment are involved, is the result of such 
protection or of the “ survival of the fittest” is 
a question that these statistics cannot answer. 
Those who feel strongly that normal old age or 
senescence is connected with absorption of toxins 
from the alimentary canal will find in them some 
support of their views. 


& 
> 





ORAL LESIONS AND THE DENTAL SURGEON. 


THE dental surgeon’s preoccupation with the 
mouth puts him in a favourable position for 
observing lesions in that cavity in their early stage. 
He may often find himself consulted about com- 
plaints that are not dental in origin; or, on the 
other hand, he may easily see some condition, 
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apparently trivial and quite unnoticed by the 
patient, which is none the less of grave significance. 
By tactfully suggesting the advisability of further 
examination, he may enable his patient to receive 
treatment at a time when it can still be useful. 

Prof. W. Ranxry,! in a paper on Oral Lesions 
the Dental Surgeon may First Observe, writes of 
the importance of the dental surgeon being familiar 
with pathological conditions in the mouth beyond 
those which are due to diseases of the teeth, and 
points the moral by describing cases where such 
familiarity has been valuable. He emphasises the 
need for training in general medicine, and wisely 
remarks that the wards of the general hospital 
can alone provide such experience. His ideal 
that the dentist should be a physician who has 
taken up the practice of dentistry is, as he regret- 
fully admits, an ideal which may be long in realisa- 
tion. Indeed it might be argued with some force 
that if dentistry were strictly a specialty of 
medicine, to be learned after medical qualification, 
then the dentist might prove to be deficient in 
the technical skill required for the complicated 
operations of dentistry. The manual dexterity 
needed is very considerable, and the training should 
begin early and be continuous if real craftsmanship 
is to be acquired. Thus the conflicting claims of 
technique and of judgment based on a broad 
general training in medicine are not easy to 
reconcile. It is perhaps not surprising that those 
dentists who conform to Prof. Ranktn’s ideal of 
being physicians practising dentistry should some- 
times be better in judgment than in execution, 
just as those who are primarily craftsmen may 
sometimes take a narrow view of their specialty. 
But leaving this contentious question, there will 
be few who will dissent from the general propositions 
which Prof. Rankin lays down. The dental 
student ought to know something of all oral 
conditions, whatever their causation ; not with a 
view to treatment, but so that he may recognise 
their nature and inform the patient that medical 
attention should be sought. The dental surgeon 
who recognised Koplik’s spots in a child on the 
verge of returning to school would earn the gratitude 
of the parent and the school authorities ; he 
should also be able to distinguish mumps from the 
swelling due to an impacted wisdom tooth ; while 
even more important, again, is the recognition of 
early cancer of the buccal cavity. 

The curriculum of general medicine in the various 
licensing bodies which confer a qualification in 
dentistry is on the whole adequate. But a 
curriculum may look well on paper and yet the 
teaching may be poor, and if the examination is 
not sufficiently strict the candidate may slip 
through with a very scanty knowledge of medicine. 
Those who are in close touch with the dental 
student realise that that part of his training at a 
general hospital often leaves much to be desired. 
It is useless to let him loose with the medical 
student; his training in medicine and surgery 
should be carefully framed so as to present these 
subjects in relation to his life-work as a dentist. 


’ Brit. Dent. Jour., March 15th. 





This means special classes so that he will not be 
unduly troubled with what later may be of 
little practical use to him. Economic reasons 
make it unlikely that more than a trifling fraction 
of dentists can qualify both in medicine and 
dentistry, for this means extending their studies 
for a further three or four years. Any 
limitation in the time devoted to purely dental 
subjects in favour of medicine and surgery 
carries with it too grave a risk of impaired 
technical ability to be possible. It is therefore 
necessary that the training in medicine should be 
carried out in a skilful and purposive fashion, and 
directed always to the aim of making the dentist 
not only familiar with, but even expert in, all 
matters connected with the mouth. In a word, 
his knowledge of pathology should be oral rather 
than dental. And this is essentially the message of 
a paper appearing in the March number of the 
Journal of the Association of American Medical 
Colleges, written by Dr. F. T. van Bevuren. The 
author, who is dean of Columbia University College, 
New York, goes very thoroughly into the scope 
and the limitations of dentistry, and comes to the 
conclusion that ‘‘ there is so much specialty and so 
little medicine about dentistry ” that to regard the 
practice as a medical specialty, like ophthalmology 
or otolaryngology, is not justifiable. He obviously 
feels that the policy of perfection would be for 
every dentist to be a fully qualified medical prac- 
titioner, but that the perfection could only be 
obtained at the expense of time that could be 
occupied in a more practical manner. 
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THE RED CROSS RHEUMATISM CLINIC. 


THE staff of the British Red Cross Society’s Clinic 
for Rheumatism have reason to be proud of the 
work they are doing. The second annual report is 
encouraging with its tale of doubled attendances 
and effective treatment, and it is satisfactory to 
hear that a greater proportion of the patients come 
for advice at an early stage. None the less the 
number of advanced cases is still unduly large, and, 
this being so, the medical board can fairly be pleased 
with the following percentage analysis of immediate 
results in 500 consecutive cases: worse, 0-8; 
unchanged, 22-6; slightly improved, 16-2; greatly 
improved, 46-6; and cured, 13-8. Evening clinics 
are held, and of 2475 patients discharged during 
the year 40 per cent. of the men and 51 per cent. 
of the women were able to remain at work while 
under treatment. The board's report concludes 
with notes on research already published or in 
prospect. It is all of interest, but much of it could be 
done more conveniently, one would think, with 
the patient in a hospital bed, ten of which are now 
in fact assigned to the clinic by the London County 
Council. Investigators must naturally follow their 
own bent, but it is frankly disappointing to find little 
mention at present of inquiry into the physio- 
therapeutic methods which could be studied at 
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THE DIPHTHERIA CARRIER. 


ACTIVE immunity to diphtheria results either from 
naturally acquired infections with strains of the 
Corynebacterium diphtheriae or by the injection of 
suitable preparations of the toxin which this organism 


natural immunity by means of subclinical infections, | 


some purchase it only at the price of a hazardous 
experience—an attack of clinical diphtheria. Those 
who become immune either as the result of subclinical 
infections or a clinical attack may continue to harbour 


the parasite. They become “healthy ” or convales- | 


cent carriers and may constitute a danger to non- 
immunes. Amongst immunes the carrier can do no 
harm. It is clear, therefore, that the rational method 
of control of diphtheria consists not in the hunting 
out of carriers of the diphtheria bacillus and their 
segregation until such time as they can be shown to 
have attained bacteriological righteousness, but in 
the increase in the proportion of immunes in the 
population by means of artificial active immunisation. 
In certain cities of the United States of America— 


cent. of diphtheria patients persisted as carriers for 
at least 12 weeks. As the result of the intensive 
treatment adopted, the percentage of carriers has 
been reduced to 2-6 per cent., or a third of what it 
originally had been. It was recognised that the 


| el f th i ‘ 
produces. Although most of the infected attain | cirnpanee of She aanel castles une the greet gaptlem 


Great success is reported with these cases from the 
use of 30 per cent. Dimol snuff. Six insufflations 
daily were prescribed. It is recorded that of 200 
carriers treated by this method 76 per cent. required 
only one course of treatment and 60-7 per cent. of 
these became negative within a week and continued 
negative for six weeks, bi-weekly cultures being made. 
At the end of that period they were discharged from 
hospital. In the same series of 200 carriers, 6 per cent. 
required a second course of snuff treatment ; 4 per 


_ cent. failed to be cured by the removal of tonsils and 


adenoids, but subsequently cleared up with snuff. A 
further 4 per cent. were cured by a combination of 


snuff and an alkaline nasal douche containing equal 


| sodium. 


e.g., Auburn and Utica—diphtheria has been almost | 


completely eliminated as the result of immunising 
some 70 per cent. of the child population between the 


ages of 5 and 9, and at least 30 per cent. of those below | 
5 years of age (League of Nations C.H., 1053, 1931). | 


Nowhere in this country have these figures been 
approached. Hence, the control of diphtheria still 
necessitates the control of the carrier. 

Dr. V. D. Allison? has recently described some 
advances in the isolation of the diphtheria bacillus 
and modifications in the technique of the virulence 
test which together permit of rapid differentiation 
between virulent and avirulent strains. He employs 
Allison and Ayling’s modification of Douglas’s 
tellurite-serum agar, the modification cansisting in 
the addition of 0-05 per cent. of copper sulphate. 
This medium inhibits the growth of the great majority 
of commensal organisms, and the proteus group. As 
a result, the diphtheria bacillus is readily obtained in 
pure culture. By the use of pure instead of field 
cultures for the performance of the intradermal 
guinea-pig test it is possible to report as to the 
virulence or otherwise of the strain in 48 hours. With 
the older methods, from seven to ten days might be 
necessary. Apart from economy in media and 
laboratory animals—Dr. Allison is able to dispense 
with the control animal—the saving of time is of very 
great importance to the medical officer who seeks to 
control an institutional outbreak of diphtheria by 
means of a combination of the Schick test and viru- 
lence test as described by C. C. Okell, A. J. Eagleton, 
and R. A. O’Brien.?, Prompt detection and segrega- 
tion of the Schick-negative or immune carrier of 
virulent organisms, the real danger in an institutional 
outbreak, is thus made possible. The carrier may 
harbour the bacillus in nose or throat or in both 
situations. The throat carrier is readily cured by 


deal with. Drs. F. H. Thomson and Elsie Mann, 
together with Mr. Humphrey Marriner, record * 


parts of the bicarbonate, biborate, and chloride of 
In 2 per cent. of cases the snuff treatment 
failed and clearance was effected by the removal of 
tonsils and adenoids. The carrier condition proved 
intractable in 7 per cent. of cases. In every instance 
it was found either that some marked pathological 
condition of the nose was present, such as ethmoiditis, 
deflected septum, atrophic rhinitis, or an infected 
antrum, or that the general health was poor from 
some other cause, such as tuberculosis. 

As the result of the experience obtained in the 
treatment of carriers it was resolved by the authors 
to apply the same methods to the convalescent case 
of diphtheria, in order to obviate, as far as possible, 
the chronic carrier condition. To this end, every 
patient who was found still to be harbouring the 
diphtheria bacillus at the end of four weeks after an 
attack of the disease was examined by the rhinologist, 
Mr. Marriner, and appropriate treatment, either by 
operation, insufflations, or nasal douching, or a com- 
bination of these methods, carried out. That these 
methods were really efficacious in reducing the 
numbers of those who became 12-week carriers to a 
third of the original percentage of 7-5, was demon- 
strated by comparing a series of diphtheria conva- 
lescents thus treated with a parallel series to whom 
no special methods to effect bacteriological clearance 
were applied. As to the real value of swabbing and 
the number of negative swabs to be demanded before 


| the release of a diphtheria patient from hospital. 


opinion is divided. There is no evidence that the 
diphtheria return case rate, usually in the region of 


| about 1 per cent., is affected one way or the other by 


the performance or omission of an elaborate ritual 


| of swabbing before discharge. One reason for this is 


further progress in an investigation into the diphtheria | 


North Eastern Hospital since 1924. 
stages of the investigation it was found that 7-5 per 





1L.C.C. Ann. Rept., 1930, vol. iv., pt. III. P. 8S. King 
No. 2877. 58. 

* THE LANCET, 1924, i., 800. 

* L.C.C. Ann. Rept., vol. iv., pt. ITI. 


and Son. 


the intermittency of the carrier state. A series of 12 
or more negative swabbings may be followed by a 
positive result. Most diphtheria patients become 
bacteriologically free by the time that they are 


: : ho | clinically fit for discharge, and it is customary to be 
tonsillectomy ; the nasal carrier may be difficult to | oontent with two negative swabbings from nose and 


throat prior to release. The exceptional case continues 
to carry particularly in the nose, and it is satisfactory 


earrier problem which has been proceeding at the | to fente Remy Cite geatenges a6 lntnsiem ‘Sawant. 


In the earlier | 


gation the best methods of effecting clearance in such 
cases. It is to be hoped that with the extension of 
the practice of active immunisation the carrier will 
become of less and less account. In any case, nobody 
should be classed as a carrier until the organisms he 
harbours have been submitted to a virulence test. 
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DIABETES AND PREGNANCY. 


THE association of pregnancy with diabetes was 
formerly very dangerous. Thus before the introduc- 
tion of insulin, Whitridge Williams collected 66 cases 
in 18 of which the patient died during pregnancy, 
labour, or the puerperium—a mortality of 27 per 
cent. Though an extra risk remains, because obstetric 
complications are necessarily more alarming in the 
diabetic, the outlook may be said to have changed 
completely now that insulin has become available. 
Numerous series of reported cases support this conten- 
tion. In 1928 A. L. Walker collected 19 insulin- 
treated cases, of which only one proved fatal, and 
here the patient had suffered from severe toxemia. 
In the same year in our own columns N. M. Goodman 
showed how the condition could be treated success- 
fully under unpromising conditions in _ general 
practice. Last July, in a discussion at the Royal 
Society of Medicine, Dame Louise Mecllroy and 
colleagues! at the Royal Free Hospital communicated 
seven cases, with eight pregnancies, in all of which 
delivery was natural, and in seven of which the child 
was alive and of normal size. Sterilisation was not 
performed on any of these patients, but Dr. E. W. 
Skipper,? who described 18 cases treated with insulin 
at the London Hospital, advocated sterilisation on 
account of the difficulty of prognosis. The decision, 
he would agree, is not one to be lightly made, and, 
as we pointed out on a former occasion,’ the operation 
should be done only at the explicit request of the 
patient and her husband. 

One of the latest papers on the subject appears in 
the Norsk Magasin for Laegevidenskaben for January, 
where Dr. C. Bruusgaard reports 12 cases observed 
at a maternity hospital in Oslo in the course of the 
last 25 years. The fact that the combination of 
diabetes and pregnancy occurred only in 12 out of 
30,000 to 40,000 confinements in this hospital shows 
how rare it is. Only one of the patients belonged 
to the pre-insulin period, and this was the only 
case that ended fatally. The ages of the women 
ranged from 22 to 44, and five of them were primipare. 
Labour itself was on the whole normal, not being 
longer nor more often complicated by post-partum 
hemorrhage than in the average case, and the 
puerperium also seemed to be unaffected by the 
diabetes. This series, like others, thus indicates 
that the risks of pregnancy are not particularly serious 
for the mother. But at Oslo the child mortality 
was high, for of the 17 pregnancies of these 12 diabetics, 
as many as eight terminated in the death of the child. 
Even in comparatively slight cases of diabetes, 
Bruusgaard says, the sudden intra-uterine death of 
the child is apt to take place without any apparent 
provocation. In the more severe cases, the chief 
danger to the child is acidosis and hypoglycemia, 
whose control is none too easy. As a rule, in 
Bruusgaard’s opinion, considerable difficulty will be 
experienced in deciding. whether or not to interfere 
in the case of the diabetic woman, be she already 
pregnant or liable to become so. At his hospital 
several women were sterilised by operation, and the 
time recommended for this operation is on the fourth 
or fifth day of the puerperium, when the uterus is 
still large, and laparotomy under local anesthesia is 
comparatively safe and easy. Mr. Eardley Holland, 
in the discussion previously mentioned,? maintained 
that Cesarean section under local anesthesia is 
the proper procedure unless labour is likely to be 





1 Post-Grad. Med. Jour., 1931, vi., 159. 
* Brit. Med. Jour., 1931, ii., 58. 
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abnormally easy,and he suggested that when delivery 
is natural sterilisation might be performed some 
weeks later. 


NERVOUS REGULATION OF BLOOD PRESSURE. 


AN interesting communication on the toneJof the 
blood-pressure regulator and its relation to the 
parasympathetic and sympathetic nervous systems 
comes from Prof. H. E. Hering of Cologne.’ Since 
the discovery of the ‘‘sinus nerve” and the estab- 
lishment of its function to be fundamentally the 
same as the “aorta nerve ’’—namely, controller of 
the blood pressure—Hering has been able to demon- 
strate that the tone of the parasympathetic is 
activated reflexly by the tone of the blood-pressure 
regulator. An intimate connexion is thus demon- 
strated between the sympathetic tone and the 
parasympathetic tone, the connecting link being the 
blood-pressure regulator. Many previous researches 
have shown that the tone of the sympathetic system 
is a true coefficient of the blood pressure ; accordingly 
the sympathetic tone is also a coefficient of the 
parasympathetic tone by means of the blood pressure 
and the blood-pressure regulator; in other words, 
the blood-pressure regulator not only maintains 
parasympathetic tone, but inhibits the sympathetic. 
This circle must also have a fourth coefficient which 
remains yet to be discovered and must be the coeffi- 
cient of sympathetic tone. Turning to the action of 
the sympathetic tone-producing mechanism on the 
organ which it innervates, it is found that, as regards 


| the blood pressure, the action of the sympathetic is 


diminished by the blood-pressure regulator in two 
ways—namely, by auto-limitation and by stimulation 
of the parasympathetic tone—and as a result of this 
double apposition the normal resting tone is preserved. 
This is recognised experimentally when the blood- 
pressure regulator is cut out and the effect on the 
heart, vessels, and blood pressure is observed. Accord- 
ing to Hering, on cutting out the blood-pressure 
regulator in the dog, the blood pressure rises steeply 
to twice the original level; therefore the double 
check must normally reduce the pressure to half 
its would-be level. By observation of the relation of 
the slowing of the pulse-rate to the rise of blood 
pressure during growth, it was found in the new-born, 
who have no vagus tone, that the relation of pressure 
to pulse-rate was roughly 60 to 120; with growth 
the pressure rose at first quickly and then slowly till 
at middle age the reverse was observed—i.e., a 
blood pressure of roughly 120 and a pulse-rate of 60. 
If the tone of the autonomic system, sympathetic 
and parasympathetic, at rest is described as the 
“resting tone,” then this can be disturbed by any 
system of innervation—e.g., reflexly from an end- 
organ—one system being stimulated and the other 
inhibited ; Hering says he knows of no reflex whereby 
the two forms of tone are stimulated simultaneously. 
Equilibrium is apparently restored by the “ resting 
tone”’ after the disturbance produced by stimuli 
such as organ reflexes. The fact that the parasym- 
pathetic tone depends on the sympathetic shows the 
conception of both vagus and sympathetic in a new 
light ; changes in degree of the normal sympathetic 
must involve changes in degree of the parasym- 
pathetic. Since, however, with changes in sym- 
pathetic tension the auto-check previously described 
comes into action, it is questionable how much of the 
tone remains latent when the blood-pressure regulator 
is in action, as described above in the experiment on 
dogs. In order to discover whether the resting tone 





* THE LANCET, 1928, ii., 881. 
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of the autonomic system is of vital importance, 
experiments were carried out on dogs, and it was 
found that any sudden destruction of the blood- 
pressure regulator was fatal, whereas if the operation 
was carried out in several stages life could be 
maintained. 





ROYAL INSTITUTE OF PUBLIC HEALTH. 


Tuts Institute, of which Sir William Smith was 
founder and remained Principal until his death on 
March 17th, will hold its annual conference over 
Whitsuntide at Belfast, under the Presidency of 
Lord Londonderry. It will meet on Tuesday, 
May 10th, and the work of the sections will begin 
next day. The Section of State Medicine, besides 
addresses and papers, is to have discussions on the 
vital factor in nutrition (opened by Dr. Chalmers 
Watson), the organised treatment of cripples (Miss M. 
Forrester-Brown), and venereal diseases as a public 
health problem (Dr. David Lees). In the Section of 
Industrial Medicine, Sir Thomas Oliver will introduce 
the subject of the health of the industrial worker, 
and there will be many personal communications. 
The two principal subjects before the Section of 
Women and Children are rheumatism (Dr. Robert 
Marshall and others), and the prevention of maternal 
and infant mortality (Dame Louise Mcllroy). The 
Section of Tuberculosis will also hold two full-dress 
discussions, one on the place of the dispensary and 
the home in treatment (Dr. C. O. 5. Blyth Brooke), 
and the other on tuberculosis settlements (Sir Pendrill 
Varrier-Jones). In the Section of Pathology Dr. C. O. 
Stallybrass introduces a discussion on problems of 
immunisation, and Prof. J. W. Bigger, with others, 
will contribute to a symposium on Brucella abortus 
infection in Ireland. The usual receptions and 
ceremonies will be held in connexion with the meeting. 
Apart from visits of instruction to places in the 
locality there will be pleasant opportunities of seeing 
some of the beauties and marvels of Northern 
Ireland. 


HOG’S STOMACH IN PERNICIOUS 
ANAMIA. 


H#MATOLOGY to-day is as much concerned with 
the physiology of the gastro-intestinal tract as with 
that of the hemopoietic system. All observations 
therefore relating to the interaction of digestion and 
hemopoiesis are of importance. Castle and his 
co-workers ' have shown that a deficiency of gastric 
secretion is responsible for the development of a 
large group of megalocytic hyperchromic anzmias, 
while Wilkinson and Sturgis and Isaacs have corro- 
borated these findings by showing that stomach 
preparations are as effective as liver in the treatment 
of such anzmias. Since the mucosa of the stomach 
or the muscle administered alone was ineffective it 
appeared probable that Castle’s intrinsic factor was 
present in the mucosa, and reacted with the extrinsic 
factor in the muscle protein to form the effective 
principle. In our present issue we publish further 
observations by Dr. Wilkinson and Mr. Klein on the 
nature of the effective principle in whole stomach 
and its relation to that in liver. They conclude that 
the two are not identical, since they were unable to 
obtain effective stomach extracts by the methods 


1 Castle, W. B., Heath, C. W., and Strauss, M. B.: Amer. Jour. 
Med. Sci., 1931, clxxxii., 741. 

* Sturgis, C. C., and Isaacs, R.: Jour. Amer. Med. Assoc., 
1930, xev., 585. 
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used in the case of liver. Those used in extrac- 
tion of zymase from yeast proved satisfactory. 
Further, the stomach principle is destroyed by 
heating above 45°C., whereas, according to Cohn, 
the liver principle is relatively heat stable. These 
observations are of great interest, but the authors’ 
interpretation of their significance is perhaps open 
to question. They suggest that the active principle 
in hog’s stomach effective in pernicious anemia is 
an enzyme, acting on the protein in a normal diet, 
to produce a substance essential for haemopoiesis. 
They propose the name “ hemopoietin”’ for this 
enzyme which they suggest is allied to, if not identical 
with, Castle’s intrinsic factor. Stomach tissue there- 
fore contains both hemopoietin and small quantities 
of “liver principle” made by the interaction (post 
mortem) of hxemopoietin on the stomach muscle, 
which thus acts as Castle’s extrinsic factor. The 
authors recognise the difficulty of reconciling this 
hypothesis with Gansslen’s* observations on the 
value of parenteral stomach preparations. The 
adequacy of ordinary hospital diet to supply the 
extrinsic factor presupposed in the hypothesis might 
also be questioned. It is clear that further work 
along the lines indicated by Wilkinson and Klein is 
needed before the exact relationship of gastric 
secretion and diet to hemopoiesis is understood. 





THE INCIDENCE AND SITUATION OF 
MYOCARDIAL INFARCTION. 


A stupy of cardiac infarction as seen in 1000 
consecutive necropsies has been made at the Mayo 
Clinic by A. R. Barnes and R. G. Ball. They find 
that when an infarct occurs in the left ventricle, as 
it nearly always does, it usually occupies one of 
three situations, according to the distribution of the 
three main coronary branches which supply it with 
blood. One of these situations is the apex and 
anterior portion of the left ventricle and the anterior 
portion of the interventricular septum. Infarction 
here is due to the occlusion of the anterior descending 
branch of the left coronary or more rarely of the 
main trunk, the infarcted area thus being some distance 
from the site of the occlusion. The second common 
site is the mid-portion of the ventricle in the region 
of its left border, about midway between the apex 
and base. Here the lesion is usually due to occlusion 
of the circumflex branch of the left coronary. The 
third site, according to Barnes and Ball, is often 
overlooked. This is the posterior basal portion of 
the left ventricle, and the cause of the infarct is 
occlusion of a branch, or of the main trunk, of the right 
coronary, or rarely of the left circumflex. In the 
1000 post-mortem examinations there was gross 
evidence of infarction in about 5 per cent. A large 
majority of the patients were men, and about 
70 per cent. of them were between 50 and 70 years 
old. The figures given show that high blood pressure 
was by no means the rule in these patients ; never- 
theless cardiac hypertrophy was very common, 
though not invariable. Among 49 cases of infarction 
a definite occlusion of a main artery was found in 
34, the anterior descending branch of the left coronary 
being involved most commonly. However, by careful 
dissection in those cases where definite occlusion was 
not found, more or less complete obstruction of smaller 
vessels near the infarct was sometimes discovered, 
the right coronary branches being slightly more 








* Gansslen, M.: Verhandl. d. Deut. Ges. f. inn. Med., 1931, 
‘ Amer. Jour. Med. Sci., February, 1932, p. 215. 
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often involved in this way than branches of the other 





main vessels. It is claimed therefore that the 
predominant role which tradition assigns to the 
anterior descending branch of the left coronary 
artery in the tragedy of coronary thrombosis is 
unwarranted, and that the right branch plays an 
almost equally important part. It is believed that 
the misconception arises out of the greater difficulty 
in dissecting adequately the tortuous right branches, 
and in opening them without dislodging a thrombus. 
Also it is asserted that infarction of the posterior 
wall of the ventricle will be found more often if this 
wall is carefully incised. The findings of these 
investigators, if confirmed, will destroy the claims of 
the anterior descending artery to be known as the 
“artery of sudden death,” or “the artery of coronary 
occlusion.” 


MEDICAL TREATMENT OF CATARACT, 


From time to time we hear of claims to restore 
the transparency of a partially opaque crystalline 
Jens .by means of medical as opposed to surgical 
treatment. The measures that have been advocated 
are, first, local application of a non-irritating nature— 
e.g., Dor’s drops, containing compounds of iodine 
and calcium, and the calcium alkaline iodide ointment 
which had some vogue about eight years ago.! We 
hear little of this ointment now, and may conclude 
that it has not fulfilled the expectations that it at 
one time aroused. Secondly, there is the subconjunc- 
tival injections of some irritant such as cyanide of 
mercury with the object of causing hyperemia of the 
ciliary body and so an alteration in the nutrition of 
the lens. Lieut-Colonel Henry Smith, of Indian fame, 
has long been an advocate of this treatment, which 
however is attended by pain so great that local 
anesthesia is insufficient and morphia has to be used. 
In Smith’s practice, nevertheless, a single subcon- 
junctival injection of 20 minims of 1 in 5000 neutral 
cyanide of mercury is often sufficient to clear up an 
incipient opacity of the lens. But the loss of trans- 
parency thus overcome is not apparently associated 
with any definite opacities ‘‘ beyond occasional black 
sand-like particles in the periphery in the early 
stages.”’? Without such definite opacities it is not 
usual to diagnose cataract at all. 

Thirdly, there is the treatment advocated by 
Dr. A. E. Davis, of New York,*® by injections of “lens 
antigen.” The theory on which he works is that 
«ataract is due to certain substances contained in the 
blood which are toxic to the lens alone (cataract 
patients are often quite healthy in all other respects). 
These toxins can be counteracted by the action of 
** antibodies * called forth by the injection into the 
system of a substance derived from the broken down 
lenses of animals—* lens antigen.”” The theory is so 
far plausible that it is widely admitted that the 
ordinary form of senile cataract is not a local disease 
but is probably dependent on some defect of general 
metabolism. Dr. Burdon Cooper, of Bath, who has 
for many years been working on the chemical changes 
involved in the cataractous process, is inclined to 
take this veiw.‘ In practice the treatment by daily 
subcutaneous injection very prolonged and is 
apparently not without some risk of “ anaphyllaxis ” 
in case of intermission. On the other hand, according 
to Davis, the prospects of arrest or amelioration in 
early cases are good. Of 243 incipient subcapsular 
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cataracts treated by him as many as 98, or 40 per cent., 
improved, and in an equal number of cases the process 
was arrested. To estimate the importance of these 
figures it would be necessary to compare them with 
untreated cases watched through equal periods of 
time. 

Mr. W. 8. Duke-Elder sums up the matter thus 5: 
** It is true that in some early cases of acute cataract (true 
diabetic, traumatic), when the process has not progressed to 
actual coagulation of the proteins of the lens, transparency 
may be recovered by controlling the exciting conditions ; 
it is also true that in all cataracts variations appear to occur 
due to changes in the fluid traffic and alterations in the 
refraction of the unstable lens; but it is as certainly true 
that an organic opacity once formed is immutable. Coagu- 
lation of protein is an irreversible chemical change.” 
It would perhaps shorten future controversy if the 
advocates of the medical treatment of cataract admit 
the soundness of the above dictum and if, on the other 
hand, their critics can give us a clinical test by which 
to distinguish those opacities which are merely 
temporary from those which are “organic.” Mean- 
time Mr. Duke-Elder’s advice holds good, that while 
it is reasonable to attack and eliminate any exciting 
cause that is known or suspected, the only legitimate 
method of treatment is operative removal of the lens. 


THE PSYCHIATRIC ASPECTS OF GASTRO- 
ENTEROLOGY. 

Our American colleagues give to the word 
“psychiatry ’” a wider significance than we do, as 
shown in an address to the American Gastro-Entero- 
logical Association by Dr. Adolf Meyer,* in which he 
discusses the relation between the part-function and 
the total-function of the patient as expressed in symp- 
toms. Functional or structural stomach disturbance 
may result from local disorder, from the influence of 
other organ complexes, or from conditions of the 
personality functions. Thus arises the question of 
understanding what disturbances of the gastro- 
intestinal tract can be part of emotional states and 
topical experiences—mentally integrated processes 
calling for a knowledge of personality implications. 
Facts and situations are involved concerning which 
the student and physician should acquire as adequate 
training as about infections, poisons, and functional 
clashings or inhibitions, and Meyer believes that it is 
possible to understand the role of the so-called mental 
factor in the simpler and more easily managed 
conditions without going into problematic and pro- 
tracted types of psychotherapeutic treatment. From 
his wide experience he is able to give practical advice 
to the physician on the elucidation of the patient's 
emotional difficulties. He gives a warning, for exam- 
ple, against precipitating antagonism by questions 
which the patient has to deny in order to save his 
face ; one has to prepare the ground on which he can 
really find an incentive to seek aid, instead of blocking 
the way to further discussion. Here Meyer puts his 
finger upon the fact, already well known to those who 
are accustomed to investigate the mental difficulties 
of sick people, that some physicians have easy access 
to intimate histories that are a closed book to others. 
The physical examination of patients has been 
systematised so that the experience of ages is at the 
disposal of every student ; on the other hand, the 
student or practitioner with the temperamental 
qualities that give insight into mental factors and 
facilitate their discovery has an initial advantage over 
his fellows which experience increases. Yet he would 
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sometimes be tempted to yield up this advantage, 
for it carries with it the difficulty of conveying his 
findings to his colleagues or of having their significance 
recognised. Meyer’s paper is an attempt to equalise 
matters and, in his own words, “ to lead the physician 
who is almost exclusively taught to study parts of the 
organism and their functions to take an interest also 
in the total-function of the person.” 





FLORENCE NIGHTINGALE’S LATER WORK. 


THE ,energy with which Florence Nightingale 
carried through her plans for the reform of nursing in 
the British Army is the chief theme of her latest 
biographer.' Those acquainted with the compara- 
tively cloistered life of nurses to-day will find it 
interesting to be reminded how fiercely the founder 
of modern nursing strove against the restrictions of 
life in a Victorian home. “ To be nailed to a continu- 
ation and exaggeration of my present life,” she wrote, 
“‘without hope of another, would be intolerable to 
me.” Her sense of frustration expressed itself in low 
spirits and irritability, and the consternation pro- 
voked by these symptoms has been depicted elsewhere 
by Mr. Lytton Strachey, in the imagined comment of 
her friends: ‘‘ What could be the matter with dear 
Flo?” By dwelling on early obstacles Miss Willis is 
able to show how powerful was the driving force with 
which Florence Nightingale launched herself into the 
field of reform when once the barriers were down. She 
draws a character full of vigour, ruthless to herself 
and others in her determination to accomplish the 
task of the moment, and with a grasp of practical 
detail almost passionate. ‘I think what I have felt 
most,”’ she wrote at one point, “. . . is the not having 
one single person to give me one inspiring word or 
even one correct fact,’”—rather as though she might 
have dispensed with the inspiration. The book is a 
complete biography, and Miss Willis makes some 
attempt to analyse the human and religious motives 
which lay at the root of so much activity; her 
conclusions are interesting since they have a bearing 
on the vocational attitude towards nursing at the 
present time. She considers that in a religious age 
only a religious motive could justify a young woman 
in breaking away from custom. ‘‘ God had to be 
brought into it,” Miss Willis writes ; ‘‘ His call alone 
could justify such unusual conduct.” But she regards 
Florence Nightingale as having been essentially a 
free thinker who brought in God, unconsciously, as a 
figurehead, “ because the impulse to do this or that 

. came with such overpowering strength that she 
could think of no other source than God from whom 
it could have come.”” Many will be found to combat 
this view of her character, but it is one which provides 
ample grounds for speculation ; the book is written 
clearly and concisely, and well documented. Miss 
Willis, in a foreword, confesses to owing much to 
Sir Edward Cook’s biography of Florence Nightingale. 





HYPERGLYCAMIA AND SKIN DISEASES. 


A PAPER ' by Prof. G. Rost, of Freiburg, read at 
the last annual meeting of the British Association of 
Dermatology and Syphilology, should be studied by 
all interested in the inter-relations of metabolism and 
dermatology. The author has a concise and simple 
style, and the reader will have no difficulty in appre- 
ciating the points raised and the difficulties encoun- 


‘Florence Nightingale. By Irene Cooper Willis. London : 
George Allen and Unwin, Ltd. 1931. Pp. 255. 7s. 6d. 
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tered, even if he be lacking in both biochemical and 
dermatological knowledge. The method described 
for administering glucose in estimating tolerance 
(i.e., intravenously instead of by mouth), and the 
reasons for so doing, will arouse general attention. 
Rost states that he never found hyperglycemia in 
acne, seborrh@ic eczema, furunculosis and other 
pyodermias, toxic dermatitis, carcinoma, or tuber- 
culosis cutis. The same is true of eczema in a genera: 
sense, though he qualifies this observation by advising 
that a tolerance test should always be done where 
eczema does not respond to ordinary treatment. On 
the other hand, he urges that every patient with inter- 
triginous dermatitis should be submitted to the test, 
and mentions that cases of psoriasis often exhibit a 
“‘ pathoglycemic ” curve. Hypoglycemia, which is 
probably an equally important abnormality, is not 
infrequently associated with so-called “ flexural 
dermatitis,” and in practice it is found that this 
common symptom, especially in children, diminishes 
with an increased carbohydrate administration. 

While admitting that hyperglycemia is a rarity 
in urticaria P. Chevalier? says he has tried insulin 
empirically in a case of apparently incurable chronic 
urticaria with excellent results. The patient, a 
woman of 32, had suffered from the disease for five 
years, the attacks seeming especially to follow 
ingestion of fatty foods. Five units of insulin (Byla) 
were given subcutaneously night and morning, with 
a little sugar simultaneously, and after a few days 
there was complete cessation of the pruritus, no 
matter what foods were allowed. A slight recurrence, 
after taking greasy foods, also cleared up when a 
second and similar series of insulin injections was 
prescribed. Another young woman, afflicted since 
childhood with the same disease, appears to have been 
cured in eight days, but she too was subject to minor 
remissions. It cannot be supposed that every case 
of chronic urticaria will respond favourably to insulin 
injections any more than we should hope that other 
opotherapeutic remedies, such as thyroid, recom- 
mended in the past, will always prove successful. 
It is well known too that whole blood, milk, and other 
protein complexes producing a greater or lesser degree 
of “protein shock” will sometimes relieve the 
symptom. Chevalier does not state that any of these 
had been used in the two cases he reports. We are 
therefore left in doubt about his claims, and only 
record the treatment for possible trial in intractable 
cases. 





WE regret to announce the death on Monday last 
of Dr. George M. Robertson, the distinguished psychia- 
trist and physician-superintendent of Morningside. 





WE also have to record the death of Mr. Rushton 
Parker, professor of surgery in the University of 
Liverpool. 





* Paris Méd., 1932, No. 3, p. 54. 





MoorFIELDS Eye Hospitau.—This institution 
(the Royal London Ophthalmic Hospital, City-road, E.C.) 
reports a surplus on last year’s working of £285, not- 
withstanding that the increase of beds since 1930 from 
122 to 152 had sent up the expenditure by £6500. This 
increase has been met by a ented income, chiefly from 


legacies. During the year £16,537 was raised for rebuilding 
the out-patients’ department, and King Edward’s Fund has 
made an offer on behalf of an anonymous donor of a pound 
for every pound up to £6000 for the building fund provided 
that the hospital can raise an additional 
August. 
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_ SPECIAL ARTICLES > 


£XTRA-CORPOREAL DEVELOPMENT OF 
HOOKWORMS. 


By CLayton LANE, M.D. Lonp., 
LIEUT.-COLONEL, 1.M.8., RETD. 





SEEING how high is the percentage of dwellers in 
the tropics which harbours hookworms and how 
great is the harm these parasites do, I have tried * 
to separate the factors which favour their extra- 
corporeal development. 


The Need for Trapping Cultures. 

The minimum, optimum, and maximum tempera- 
tures for this development have, I believe, been 
established since the observations of Lambinet and 
Bruns at the beginning of this century, some of the 
information indeed dating from Peroncito’s work 
20 years earlier. This belief is based on the fact 
that mere change in temperature can be imposed on 
eggs and larve in conditions in which they remain 
continuously visible. But when it is desired to 
determine certain of the physical conditions best 
suited for this development in nature, the opaque 
medium (soil or feces) in which this is occurring 
precludes direct observation, and conclusions must be 
reached as inferences from the numbers of infective 
larve which are made visible both by being trapped 
as they escape from cultures and by being extracted 
by soakage from them. 

Extraction has become a commonplace for all 
workers on hookworm infection, but the unescapable 
need to trap cultures (Lane, 1928), the extent to which 
larve may escape from them before extraction has 
been begun, has so generally escaped appreciation, 
and its implications have been so generally overlooked, 
that it is necessary again to stress its importance. 
In all cases considered below the number of eggs in 
the feces used has been determined by D.C.F.F. 
(direct centrifugal floatation pushed to practical 
finality), using exactly lg. of feces or an exactly 
obtained fraction of this if the number of eggs 
present made it advisable to do so. Seven days 
after setting for culture feces containing 7668 
eggs, 6370 emigrant infective larve were found 
trapped, and only 44 were then extracted. From 
another culture containing 10,230 eggs, 8130 larve 
emigrated and were trapped within seven days, and 
only 331 were then extracted. From two more, 
each containing 4880 eggs, 4740 larve escaped into 
the trap in one case and 2900 in the other, extraction 
then yielding 171 and exactly 600 respectively. 
From a fifth culture, containing 8300 eggs, 6890 
larve had crept into the trap four days after the 
culture was prepared. Since extraction and extrac- 
tion only has been the test used to determine the 
conditions in which development best occurs, its sole 
use in these instances would have held to be failures 
cultures which were most successful; for a focus out 
of which 144 of every 145 larve had migrated would 
have been reported as capable of doing little harm, 
whereas originally it had been most dangerous. 


* The investigation ‘occupied about four years until closed 
by ill-health. The work was done under grants renewed annually 
by the Royal Society and was carried out at the Royal Albert 
Dock Hospital by kind permission of the Seamen’s Hospital 
Society, in a laboratory generously vacated by Dr. H. M. 


Hanschell, and on material courteously made available by the 
= ital ef and particularly by Drs. G. Carmichael Low and 
anson-Bahr. 





As a contrast, in one of the cultures containing 
4880 eggs, only 32 larve emigrated, and 463 remained 
to be extracted after seven days. Taking an average 
of 54 cultures which will shortly be considered, and 
in which the water content throughout varied within 
10 per cent. only, 28-8 per cent. of the eggs set were 
accounted for as trapped larve, and 26-8 per cent. 
as extracted larve. In this relatively small series 
extraction missed more than half the larve which 
matured, while the individual differences of cultures 
have varied from almost complete emigration to 
complete failure to migrate. Migration has been the 
rule, and conclusions based on untrapped cultures which 
necessarily disregard migration have no exact value. 


The Techniques. 
CULTURE METHODS. 

The culture methods have been fully described 
(Lane, 1928). Briefly, 4g. of earth of a fixed texture 
and known water content were intimately mixed 
in a small Petri dish with 1 g. of feces of known egg 
and water content, and a known quantity of water was 
added if desired. The water contents of earth and of 
feces were taken as being shown by the loss of weight 
which occurred when the crucible containing them had 
stood for half an hour over a boiling water bath. 
All weighments and measurements were to within 
0-01 g. or c.cm., and weighments were repeated at 
intervals to determine any change in water content. 
Each culture was trapped by being centred in a second 
rather larger Petri dish containing water, a clutch 
of three such trapped cultures was placed in a large 
water-containing Petri dish forming a common moat 
or trap, and this last was covered by an inverted 
Petri dish of the same size meeting it lip to lip and 
lined within on its flat surface with moist blotting 
paper. These covered clutches can be stacked above 
one another in an incubator, so saving space and 
expense, while in that case the wet and dry bulbs 
show that the atmosphere is almost saturated. 

EFFICIENCY OF LARVAL TRAPS. 

As measured by the number of larve found in the 
outer traps, the efficiency of the inner ones has in 
general been so great that escape from them has not 
always been tested. This was however done in 103 
cases, and in them 806 of 47,998 larve which had 
migrated from the cultures (or 1-79 per cent.) were 
found in the outer traps. Since each outer trap 
normally captured escapes from three inner ones, 
it is not possible to say how many of these inner 
traps actually proved efficient ; but taking those cases 
in which, while larve had entered the inner traps 
from the cultures, less than three had escaped from 
them into the outer one, not less than 67 of 103 
traps were fully effective. In only two did the 
numbers of larve exceed the average, indicating that 
it was these two which made the average as high as 
it was. In view of this general efficiency it seems 
unreasonable not to seek in individual traps an 
explanation of their failure. Evidence of this 
became apparent only towards the end of the investiga- 
tion. Thirteen larve lay at the top of a wisp of 
submerged cotton fibrils in a trap which contained 744 
of them; the water in the trap, which had stood 
undisturbed for 40 days, was rather low; there 
were 29 larve in the outer trap. It seems fair to 


| conclude that escape from a trap may be possible 


if larve can obtain a ladder to the surface and purchase 


| to perforate the surface against its tension, and that 
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in this case ascent took place from one fibril to 
another. Moreover, the metal stays which were 
designed to prevent larve from obtaining climbing 
and perforating purchase in full traps may well 
provide it when the surface level falls. Whatever 
may be the explanation of the unexpected finding 
of Africa (1931) that the corresponding stage of the 
rat strongyle, Nippostrongylus muris, can emerge 
on the outer wall of a water trap 5cem. wide and 
2 cm. deep, the conclusion formed after long watching 
of hookworm larve in an examination cell seems to 
preclude absolutely the possibility of their escape 
from a depth of clean water greater than their length 
of 06mm. They have never been found in the 
inverted Petri dish which serves to cover the clutch 
of cultures. 


METHODS OF EXTRACTING LARVZ. 

As is well known all extraction methods are modifica- 
tions of that of Looss (1911), who placed the material 
to be tested in a calico bag, hung this in water, and 
pipetted off the escaped larve after they had fallen 
to the bottom of the vessel. Baermann (1917) set 
the calico in a metal sieve standing in a water-filled 
funnel, and by later opening the pinchcock beneath 
drew off the larve which had fallen to the bottom. 
Cort et al. (1922) modified Baermann’s method by 
using the water hot and by not completely submerging 
the material to be extracted. The writer (Lane, 
1928) placed the small culture already mentioned 
within calico-lined wire gauze moulded inside a small 
Petri dish, filled this with water and stacked covered 
clutches of these within an incubator or on the bench. 
This procedure has the advantage of allowing many 
extractions to be carried out at the same time in an 
incubator at a fixed temperature. Since the 
procedure has these marked advantages of convenience 
a comparison of its effectiveness with that of Baermann 
is necessary. 


RELATIVE EFFECTIVENESS OF BAERMANN’S AND 
LANE’S EXTRACTION METHODS. 

Cort (1925) reported that in a considerable series of 
experiments his modification of Baermann’s apparatus 
extracted between 50 and 60 per cent. of larve which 
had been added to a clay loam. Perhaps these 
figures mean averages. At all events they do not 
apply to all soils, since Hirst (1924) had already shown 
that efficiency of extraction by Baermann’s apparatus 
varied with the nature of the soil. Thus, 3-4 to 20 per 
cent. of infective hookworm larve added to a soil 
from a laterite formation made up of ferruginous 
sand and clay were later extracted. The percentage 
extracted from fine sand was from 4 to 20, and from 
a gravelly loam containing much humus 82-5 to 84. 

In the present investigation the matter was 
considered differently. Twenty-four of the cultures 
described were divided by eye into seemingly equal 
halves, and one half of each culture was extracted 
by Baermann’s method and the other half by mine. 
The two tests were conducted side by side on the bench, 
since the Baermann apparatus was too big for the 
incubator ; the temperature of the room lay between 
45° F. and 63° F. From their respective half cultures 
my technique extracted a total of 3707 larve and 
Baermann’s one of 2985. Such a method of 
comparison gives, however, undue weight to any 
heavily infected culture in which one technique has 
happened to produce better results than the other. 
The fairer method is to determine the percentage of 
the whole extraction which each method has effected 
from its own half of each culture. From these 
24 halved cultures my extraction method collected 
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an average of 55-3 per cent. and Baermann’s 47-7 
per cent. of the total recovery of larve. It was further 
found that in Baermann’s method all larve were not 
necessarily collected by running out of the funnel 
the 16¢.em. which filled the glass box used for 
examination. Emptying the funnel has added as 
much as a twelfth more, and it is not suggested that 
this is a maximum. Moreover, the impression has 
been gained that to tap on the funnel before opening 
the stopcock has lessened the likelihood of leaving 
larve behind. Presumably it activates them so that, 
as they wriggle, they slip down the walls. It will 
have been noted that the division, although apparently 
equal, was relatively roughly come by, and that the 
number of cultures was not great, but that neither 
technique showed a preponderatingly large total ; 
so that the choice between the two may reasonably 
be held to depend on local convenience, particularly 
as this is affected by temperature and space. The 
present significance of this comparison lies in the 
fact that the writer’s technique was used in all that 
follows, and that it is at least as reliable a means 
of extraction as is Baermann’s. 


RETARDED EXTRACTION OF LARVZ. 


Although it seems to be the invariable custom 
to carry on extraction for a few hours only, infective 
larve may in fact continue to be recovered for many 
days after cultures have been set for extraction as 
the following instances show. From a culture 54 days 
old which had contained 10,230 hookworm eggs, 
851 infective larve were recovered within 24 hours 
of setting it for extraction, 269 larve between the 
second and ninth days, 3 in the next 24 hours, and 
3 between the fiftieth and fifty-ninth days. From 
another culture extracts were still successful 45 days 
after extraction began. From a third, set for 
extraction when nine days old, the numbers of larve 
so recovered were 330 within 24 hours, 136 between 
two and four days, 8 between five and 19 days, and 
one between 20 and 29 days; extraction for 24 
hours has revealed three-quarters or less of the total 
recovery. For this retardation two explanations 
seem possible: either development of all eggs is not 
simultaneous in such cultures, or infective larve 
may be imprisoned by some local condition when the 
culture is set in water for extraction. That in the 
depths of a large fecal mass development was 
suspended, evidently from lack of oxygen, was shown 
by Looss (1911); but this explanation has little 
to support it in the case of shallow unsodden mixtures 
of earth and feces, for air must readily penetrate them 
in consequence of the time and care taken in their 
preliminary mixing. This conclusion is strengthened 
by the high percentage of larve which may reach the 
infective stage and emigrate even within four days— 
as many as 83 per cent. of all eggs being so accounted 
for in an instance already quoted. Again, in setting 
cultures for extraction it has frequently happened 
that small particles have floated and could not be 
submerged even after crushing them with fine forceps, 
a condition evidently due to retention within them of 
some gas; and as long as this float has persisted 
it has been found that a few larve might continue 
to be extracted. It seems a requisite of complete 
extraction that water should extend through the whole 
mass, and this cannot be guaranteed unless there is 
complete submersion. 

Temperature too may be important in extraction, 
as Cort and his colleagues held (1922). For instance, 
no larve left two cultures 24 hours old while they stood 
on the bench for extraction at a temperature between 

















THE LANCET, ] 


4°C. and 16°C. After adding water at 38°C. 
and replacing them on the bench, 24 and 22 larve 
had been extracted at the next examination three 
days later. It seems fair to conclude that the increased 
activity which is brought about by heat enables larve 
to break away from restraining agents, or expands 
and expels retained gas which has been imprisoning 
them. Accordingly extraction was not subsequently 
considered complete unless cultures had been exposed 
in an incubator to a heat of 28° to 30° C., and attempts 
at obtaining complete submersion had succeeded. 


Physical Conditions Best Suited for 
’ Development. 


TEXTURE OF SOIL AND HOOKWORM INFECTION. 


Stiles (1903) reported as finding in 1902 that in the 
United States hookworm disease affected dwellers 
over sand far more than those over clay, an observa- 
tion since amply confirmed. Accordingly it seemed 
well to ascertain whether the size of soil particles 
influenced larval development in the cultures 
described. To do so the dried and powdered garden 
soil which for all other cultures had been passed 
through metal gauze with 25 meshes to the linear 
inch, was again sieved through metal gauze having 
100 meshes to the linearinch. In this way there were 
obtained from the same material two soils differing 
only in texture (here referred to as fine and coarse), 
one containing all matter which passed through a 
sieve with 100 meshes to the inch, and the other all 
which passed through a sieve with 25 meshes but 
failed to pass that with 100. To draw fair conclusions 
from these two sets of cultures has had difficulties. 
In a batch of cultures containing the same earth, 
feces, and water, it happens now and again that a 
clutch fails completely while others are successful ; 
some unknown factor has intruded. In one instance 
two clutches, all containing coarse earth, completely 
failed, while two with fine earth produced plentiful 
larve. But it was clear from other clutches contain- 
ing both fine and coarse cultures that so far as soil 
texture went this failure was fortuitous. Accordingly 
comparison has been restricted to cultures which 
have not only used the same feces but which (when 
the same clutches have contained cultures with both 
textures of soil) have given results sufficiently 
parallel, in those using the same soil texture, for the 
conclusion to be drawn that some unknown factor 
has not been at work in them. Fourteen cultures of 
each type fall into this category, each pair being also 
comparable in all other known respects. From the 
14 fine cultures 2382 larve in all were recovered, and 
from the coarse ones 2265. Fineness of soil particles 
with which feces may be mixed (whether artificially 
or naturally, as by insects) does not then seem to be 
the essential factor which lessens hookworm infection 
in clay districts ; while if not so mixed the texture 
of the underlying soil and of the still more distant 
subsoil can hardly affect development in an overlying 
fecal mass. The explanation, it is suggested, is as 
follows. The general acceptance of a _ negative 
geotaxis, an instinct for upward climbing, in hook- 
worms is based on an inadequate foundation, and 
where evidence has been sought it is against that 
conclusion. Thus, Sawyer, Sweet, and Shaw (1923) 
found larve 6 to 12 inches below a fouled spot in 
sand overlying a compact mixture of sand and 
clay ; and in three of six examinations Korke too 
(1926) found larve 12 inches below a place of pollu- 
tion. These are the only references discovered of 
attempts to determine on these lines whether down- 
ward progression occurs. Infective hookworm larve, 
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it is here suggested, emigrate in all directions from a 
polluted spot just as do infective strongyloides larve 
(Filleborn, 1924). In a sand or gravel district where 
resistance to progress is relatively easy, and thigmo- 
tropism therefore relatively unimportant, erratic 
wandering will finally bring many to the surface 
even if at first they pass downwards. In a clay 
district those that reach the subsoil will penetrate its 
fine interstices along which no through passage 
exists. Here their overwhelming thigmotactic instinct 
will keep most of them busy trying to penetrate it 
till they die safe away from the surface. The relative 
freedom of clay districts from hookworm infection 
will, then, be due to thigmotaxis associated with the 
absence of a negative geotaxis. 


THE EFFECT OF WATER CONTENT. 

Soil from a garden overlying the London clay 
when left to dry contained from 2-5 to 4-5 per cent. 
of water as measured by the loss of weight which 
occurred when heated for half an hour over a water- 
bath. Dust-dry soil which had passed through wire 
gauze with 100 meshes to the linear inch contained 

Fig. 1. 
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Some effects of the water content of cultures on the development 

and migration of hookworm larva.—The vertical figures show 

the percentage of eggs, set for culture, accounted for as 

infective larve. The horizontal figures show the mean 

percentage of water which the cultures contained ; in Fig. 1 

this did not vary more than two and a half, in Fig. 2 more than 

5 per cent. in either direction from that mean throughout 
the period between setting and extracting the cultures. 


3 per cent., while that fraction of the same soil which 
had passed through 25-mesh gauze contained 1-75 per 
cent. As has been reported (Lane, 1930), faces 
have been shown to contain from 68 to 97 per cent. 
of water, and neither figure should be taken as 
detining limits, nor is the water content proportional 
to the physical consistency. The percentage of water 
in the selected mixture of four parts of earth and one 
of feces has averaged 20-3 (19-2 to 21-25). 

The manipulations described under cultural methods 
have been applied to 547 cultures and have entailed 
2938 weighments to within 0-01 g., and a large number 
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of measurements of water to within 0-01 c.cm., 
and the calculation of the percentage of water which 
nearly every measurement has implied. Many 
cultures have been of use rather to show points in 
which technique required alteration or directions 
likely to prove valuable for investigation than in 
leading directly to conclusions. But after means 
were discovered to keep the water content of cultures 
fairly steady, certain definite results emerged. Fig. 1 
deals with 37 cultures in which the water content 
from beginning to end varied in each direction within 
23 per cent. of the mean indicated ; Fig. 2 deals with 
17 cultures in which it varied within 5 per cent. of 
the mean shown ; and since these, too, are arranged 
to show variations of 5 per cent. of water, it is clear 
that except at the extremes of the scale each culture 
appears twice. The graphs show that within the 
limits of 25 and 50 per cent. of water, the less water 
there was, the more readily was development carried 
to the infective stage ; while the relative percentages 
of larve migrating from cultures and of those remain- 
ing therein were too erratic to suggest that any 
lessons could confidently be drawn from the differences. 
It is noteworthy that in these cultures the number of 
larve which failed to migrate—which remained at 
what would have been in nature the infected spot— 
was 32 per cent. 

Regarding consistence of the cultures, at the lower 
end of the scale they broke into rather large granules, 
but might be clayey at the angle between the side 
and bottom of the Petri dish; at the upper end the 
consistence was a moist clay, but the cultures were 
not submerged. With this particular mixture of 
earth and feces, development occurred to the extent 
of 14 per cent. with a water content as high as 60 per 
cent., and so far as the few experiments went they 
indicated that the factor which limited development 
was submergence of the culture medium rather than 
its water content. At the other end the accompanying 
Table shows the amount of development which 


Table Showing Development of Infective Hookworm 
Larve in 4 to 1 Earth-Faeces Mixtures with a Low 
Water Content. 
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Day 1.)%. Ge" | Day 8. | Trapping. Extrac-| Total. 
20-2 | 14:2(3) | 151 | 505 | 11-4 770 | 88-4 
20-2 | 16-0 (3) | 15-1 | 505 | 11-4f 64-5 75-9 
20-2 | 16-0(3) | 16-9 505 | 11-4t 553 | 66-7 
21-2 | 17-9 (4) | 18-75 | 391 0-25 21-2 | 21-45 
21-2 | 15-3 (4) | 19-6 391 | 0-0 50°7 50-7 
21-2 | 15-3(4) | 16-2 | 391 | 0-0 4-9 4-9 
21-:25| 9-0 (6) | 10-9 209 | «(0-0 8-1 8-1 
28-4 | 8-8 (6) | 10- 209 0-0 570 | 57-0 
28-4 | 11-8 (6) | 28-4 209 0-0 49-8 | 49-8 
21-0 | 13-2 (4) | 14-1 209 || 0-0 25-8 | 25-8 
19-6 | 8-6(3) | 18-1 79 5-1 8-9 | 140 
19-6 9-9 (3) | 14-7 79 2-5 19-0 | 21-5 
19-6 | 8-4(3) | 14-6 3-8 29-1 | 32-9 


79 


* The day of intermediate weighment in brackets ; on it, loss 
of weight was exactly made up by added water. 
+t An average ; 230 larve escaped into a trap common to 
these three and a fourth culture. 


occurred when the percentage of water became low, 
the cultures having been set up before the means were 
devised of keeping it fairly constant. Notes made 
before extraction described these cultures as powdery, 
flaky, or granular. The Table brings out two points. 
The water content fell below 9 per cent. and the 
cultures became a coarse powder from which little 
success in extraction was expected, and yet in one 





case 57 per cent. of the eggs reached infectivity 
while the average was 30 per cent. The second point 
is that with the percentage of water so low as this 
little migration took place. 


Hygienic Implications. 

Hygienic implications are these. It has been 
confidently assumed, and the assumption has led 
to most confident advice on the conduct of hookworm 
campaigns, that at certain seasons of the year in 
certain endemic localities, the condition of the soil 
is such that the possibility of reinfection must in 
practice be disregarded. These experiments indicate 
that in such dry surroundings infective larve are 
produced from about a third of the original number of 
eggs, and that almost all of these larve then remain 
at the infected spot. It is perhaps significant that, 
as noted above, it is almost exactly this percentage 
which failed to migrate in more favourable water 
conditions. Now the writer has for over 12 years 
(Lane, 1919) stressed his conviction that the acquisi- 
tion of hookworm infection is essentially dejectional, 
acquired during defecation at a ‘“‘natural” or a 
man-made privy. It will hardly be disputed that 
in a dry locality such a latrine is likely to be one of its 
less dry spots, particularly among races where water 
is used to cleanse after defecation. These experi- 
ments show that dryness has a strong action in limiting 
infection to the infected spot, and suggest that the 
liability to dejectional infection—the predominant 
type of infection—need not be materially lessened 
during dry seasons in endemic areas. There is 
certainly no justification for the common assumptior 
to the contrary, and such mere guesses should no 
longer have pride of place in hookworm campaigns. 
In support of this conclusion two cultures not cited 
in the Table are noteworthy. From them 1420 and 
831 larve escaped in the first 32 days, during which the 
water content had remained very close to 40 per 
cent. The number of eggs in each had been 2375. 
During the next fortnight they were neglected and 
became dry and friable, and only 26 and 1 larv» 
were trapped. Yet on extraction of these dry, friable 
cultures, whose water contents were 12-4 and 9 per 
cent. respectively, there were recovered 279 and 214 
larve which showed marked activity. A dry friable 
soil such as has been deemed harmless was in fact so 
dangerous that the amount of it which might have 
adhered to the sole of a foot after the wetting resulting 
from post-dejectional ablution, would have contained 
many hundreds of vigorous infective larve a month and 
a half after the original stool had been passed. Hook- 
worm campaigns should not, on a priori grounds, 
be timed for certains seasons of the year. Whether 
or not the privies, or spots favoured for defecation, 
can produce infective larve at all seasons of the year 
is a matter whose determination should at least 
be attempted locally. There should be no lighthearted 
assumption to the contrary. 

These figures of the relation of water content to 
larval development apply only to mixtures of four 
parts of soil to one of feces. It is not suggested that 
they define limits, nor are they likely to apply to 
mixtures in other proportions. Possibly they will 
not apply to all kinds of soil. In pure feces develop- 
ment of infective larve has occurred with a water 
content maintained between 80 and 85 for four weeks. 
There is little exact knowledge on this matter. 


Conclusions. 
Investigation of 547 earth cultures has shown 
emphatically that emigration of infective hookworm 
larve from them is frequent and may be very 
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great, and accordingly that the many conclusions 
regarding larval biology, including longevity, con- 
clusions which are mainly based on untrapped cultures, 
rest on so precarious a basis that they certainly are 
far from exact; that properly constituted larval 
traps have a high efficiency, and that any failure 
presumably lies in the make-up of the individual 
trap; that there is a method of extracting larve, 
economical of space and allowing of this being done 
under exact conditions of temperature, which is not 
less efficient than that in general use ; that to submit 
material to larval extraction for a few hours does not 
accurately measure its possible, perhaps not its 
momentary, infectivity ; that the effects of texture 
of subsoil on the local prevalence of hookworm 
infection is reasonably explicable if hookworm 
larve migrate through soil and subsoil in all directions, 
and are without that negative geotaxis which is 
commonly postulated—it is believed incorrectly, 
and certainly not merely without adequate evidence, 
but against some that exists ; that if it is as safe as 
it seems to generalise on over 50 cultures of a mixture 
of four parts of earth and one of feces, conducted 
with close checking of the water content, larve 
develop best when this is as low as 25 per cent.; 
that even when in these conditions it falls as low as 
9 per cent., and the culture is powdery, more than half 
the eggs may have developed into infective larve, 
and that these may be so vigorous as to constitute 
of such infected soil a spot of intense infectivity ; 
that these dry conditions need not lessen the infectivity 
of an infected spot, though they may annul migration 
of larve from it ; and that since infection in backward 
races is mainly dejectional, obtained during defecation, 
drought need in no way lessen the infectivity of those 
spots which are favoured by and returned to by such 
people day after day for this purpose, especially if 
they wash the parts on the spot. There is then no 
present justification for assuming that in certain 
regions and at certain seasons the possibility of 
acquiring infection must be disregarded. It is wiser 
to find out and not to guess. 
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OPHTHALMIC HospiTaLs.,—Last year the Birmingham 
and Midland Eye Hospital received 1968 in-patients whose 
average length of stay was somewhat increased. The average 
weekly cost of each in-patient fell by 2s. 10d., but in conse- 
quence of the longer stay the cost of treating each in-patient to 
a conclusion was 5s. 4d. more. There were 41,330 new out- 
patients, 22,021 of whom were casualty patients ; 13,841 of 
them were attended for the removal of foreign bodies in the 
eye. The reduction of over 4500 in this type of case is con- 
sidered to be indicative of the depressed state of industry. 
Excluding the casualties, the average cost of each out-patient 
was 5s. 4d. Spectacles were prescribed in 9436 cases. Mr. 
Jameson Evans, chairman of the medical board, states 
that the pioneer work of slit-lamp investigation and orthoptic 
treatment of squint, which has been carried on for some 
years, is showing ‘‘ very valuable results ’’ which it is hoped 
to publish in due course. He trusts that it may presently 
be possible to establish a research endowment fund.—Last 
year the Victoria Eye Hospital, Hereford, received 261 
in-patients and treated over 3000 out-patients. 





MEDICINE AND THE LAW. 


Marriage Annulled for Lunacy. 

On March 2Ist Lord Merrivale granted a decree 
nisi of nullity on the ground that the respondent, 
at the time of the ceremony of his marriage, was 
insane and should not be bound by that ceremony. 
There were some indications, said Lord Merrivale, 
that the respondent had a vague idea about marriage ; 
but he was not in a condition to carry out any 
responsible duty. He was in the hands of those 
who were about him; they thought the marriage 
was a good thing for him and carried on with it. 
He did mechanically the things which are done at a 
ceremony of marriage, but he was at that time 
insane. The test is whether a person has the mental 
capacity required to enter upon any responsibility 
—whether he has such mental capacity as enables 
him to bind himself to any obligation. If there is 
unsoundness of mind, is it such as to disable him 
from understanding the nature of the contract ? 

Though many reformers would desire to see the 
law so changed, lunacy, occurring after marriage is 
no ground of divorce. In a leading case of 1885 
the Earl of Durham sought to have his marriage 
annulled on the ground that his wife had been insane 
at the time of the marriage. He could show that 
she had since become insane, but the Court, after 
a patient examination of the evidence of several 
eminent doctors, came to the conclusion that the 
insanity had developed after marriage ; his petition 
was therefore dismissed. 

To marry a “lunatic so found by inquisition’ 
was originally a contempt of court, punishable by 
imprisonment like any other form of contempt. In 
1742 Parliament passed an Act to prevent the marriage 
of lunatics. ‘‘ Whereas persons who have the mis- 
fortune to become lunatics *—so ran the preamble— 
‘“may by reason of such their disorder be liable to 
be surprised into unsuitable marriages which may 
be of pernicious consequence and a great misfortune 
to their families”; it was therefore enacted that 
a lunatic should not marry till declared of sane mind 
by the Lord Chancellor. This is still the law, by 
virtue of an Act of 1811. Some will wonder how 
these marriages are ever allowed to oceur. Lord 
Merrivale directed in the recent case that the papers 
should be sent to the King’s Proctor “for inquiries 
to be made, to secure that there was no departure 
from the ordinary course of justice.’’ Instances of 
this kind may reinforce the demands of the eugenical 
reformers for some kind of check on the marriage 
of the unfit. A man cannot drive a motor-car 
without making a declaration of fitness; marriage 
may be undertaken without even this formality. 


Workmen’s Compensation—Delay in Claim. 

Under Section 14 of the Workmen’s Compensation 
Act the claim for compensation must be made within 
six months of the accident. It has been held that 
this condition is of substantial importance, and not a 
mere technicality. But the Act adds a proviso that 
failure to claim within the time limit is not to bar 
proceedings if the failure was occasioned by “ mistake, 
absence from the United Kingdom, or other reasonable 
cause.” Whether the facts amount to reasonable 
cause has been held to be a question of law which is 
open to review on appeal. If a workman honestly 
believes his accident is not serious, and if it turns out 
that this belief is mistaken, the Courts have accepted 
these circumstances as reasonable cause for the 
failure to claim. 
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On Feb. 20th, 1931, a Lancashire workman was 
hit in the eye by a chip of stone. He told a director 
of the employing company of his accident ; he himself 
thought it was a trivial matter ; so did the director. 
The workman had had bits of stone in his eye before 
without serious injury. His eye troubled him; 
he bathed it and wore a shade; but he managed to 
work to his employers’ satisfaction. In April he 
went to his doctor, who said it was a case for specialist 
ophthalmic treatment, and gave him a note to take 
to an eye hospital; but the workman did not go. 
On May 23rd he was discharged owing to slack trade. 
In June he told a friend he had lost the sight of his left 
eye. He did not in fact lose it till August. After 
losing the sight of his eye, he made his claim for 
compensation. The County Court judge found that 
the failure to make the claim within six months 
was due to a reasonable cause. Although the 
workman’s story in the witness box contained flagrant 
inconsistencies, it was entirely honest. The Court 
of Appeal has upheld the decision. 


Posing as a Doctor. 


Recent proceedings at Long Ashton police-court, 
near Bristol, reveal another instance of an unqualified 
man adopting the name of a medical practitioner and 
successfully posing as a qualified doctor. 

Described as William Faulkner, alias Norman 
Nelson Kirkup, the accused was charged with posing 
as a Bachelor of Medicine between March and October, 
1931, and with falsely using the title of Dr. Kirkup or 
Dr. Norman Nelson Kirkup, M.D., implying that he 
was recognised by law as a practitioner in medicine. 
The accused, who was extradited from Singapore on 
other charges, was stated by the prosecution to have 
adopted the name Norman Nelson Kirkup which was 
that of a medical practitioner at one time in Detroit. 
It was said that he applied for the post of assistant 
medical officer at the Bristol Mental Hospital, enclos- 
ing two references from Canada, where he said he 
was an M.C.P.S. He obtained the post, and for six 
months carried out his duties more or less successfully. 
Faulkner pleaded guilty to these two charges and was 
fined £20 on each. He was committed for trial on 
other charges of quite a different nature—bigamy 
and obtaining money by false pretences. In opening 
the case on the bigamy charge, the prosecution stated 
that Faulkner last year obtained a post as assistant 
medical officer in North Borneo with the British 
North Borneo Chartered Company; it was while 
going to take up that appointment that he was 
arrested. There was another charge against him for 
obtaining money from the company by representing 
himself to be a doctor and thus receiving money for 
outfit and salary. To these charges he pleaded not 
guilty; he has reserved his defence and stands 
committed for trial. 

The fine of £20 imposed in respect of the charges 
to which Faulkner pleaded guilty is the maximum 
penalty under Section 40 of the Medical Act. In 
discussing a similar case recently, it was pointed out 
that the equivalent maximum penalty under the 
Dentists Act is £100. Some members of the public 
may not mind whether they are treated by the 
qualified or the unqualified ; but, if a patient or an 
institution prefers a qualified practitioner, there must 
be no confusion as to which is which. The annoyance 
inflicted on a registered medical practitioner if his 
name and qualifications are coolly annexed by an 
impostor is a grievance to which Parliament might 
well pay attention. Two such cases have already 
been before the courts lately. 





THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE. 
‘ tien G. A. S. Hamilton is placed on the retd. 
ist. 
_ Surg. Lt. C. N. H. Joynt is transferred to the permanent 


list 
ROYAL ARMY MEDICAL CORPS. 


Maj. (temp. Lt.-Col.) A. Hendry to be Lt.-Col. 

The undermentioned Lts. on prob. are restd. to the 
estabt.: L. T. Furnivall and J. K. Chappell. 

The undermentioned to be Lts. (on prob.): H. J. R. 
Thorne (and is confirmed in his appt.), E. W. Gibbs, P. T. L. 
Day, and J. V. Quinn. 





ARMY DENTAL CORPS. 
Lt. G. E. Nettleship to be Capt. 


ARMY RESERVE OF OFFICERS. 
Lt.-Col. D. L. Harding, having attained the age limit of 


ee to recall, ceases to belong to the Res. of C 
Lt. J. T. McOuat to be Capt. 


TERRITORIAL ARMY RESERVE OF OFFICERS. 
Col. A. M. McIntosh (late R.A.M.C.), having attained the 


age limit, retires, and retains his rank, with permission to 
wear the prescribed uniform. 


INDIAN MEDICAL SERVICE. 


Majs. to be Lt.-Cols.: J. W. Jones, L. A. P. Anderson, 
W. C. Paton, J. B. Hance, H. K. Rowntree, B. F. Eminson, 
A. Kennedy, C. McIver, and J. C. John. 

Lt.-Col. A. H. Napier retires. 


HONORARY SURGEON TO THE KING. 


Lt.-Col. & Bt. Col. P. H. Mitchiner, T.D., R.A.M.C. (T.A.), 
has been apptd. Hon. Surg. to the King, vice Col. R. E. 
Bickerton, D.S.O., T.D. (ret.). 


INFECTIOUS DISEASE 


ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 19TH, 1932. 


Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
61 (last week 76); scarlet fever, 1582; diphtheria, 
811; enteric fever, 28; pneumonia (primary or 
influenzal), 1718; puerperal fever, 33; puerperal 
pyrexia, 113; cerebro-spinal fever, 56; acute polio- 
myelitis, 4; acute polio-encephalitis, 1 ; encephalitis 
lethargica, 11; dysentery, 17; and ophthalmia 
neonatorum, 97. No case of cholera, plague, or typhus 
fever was notified during the week. 


IN 


The number of cases in the Infectious Hospitals of the 
London County Council on March 22nd—23rd was as follows : 
Small-pox, 105 under treatment, 3 under observation (last 
week 110 and 6 respectively); scarlet fever, 1444; diph- 
theria, 1517; enteric fever, 9; measles, 2334; whooping- 
cough, 416 ; puerperal fever, 23 (plus 7 babies) ; encephalitis 
lethargica, 225; poliomyelitis, 4; ‘‘ other diseases,” 182. 
At St. Margaret’s Hospital there were 10 babies (plus 6 
mothers) with ophthalmia neonatorum. 


Deaths.—In 117 great towns, including London, 
there were no deaths from small-pox, 3 (1) from enteric 
fever, 116 (47) from measles, 5 (3) from scarlet fever, 
56 (12) from whooping-cough, 21 (5) from diphtheria, 
66 (22) from diarrhoea and enteritis under two years, 
and 230 (40) from influenza. The figures in 
parentheses are those for London itself. 





The diminution in mortality from influenza continues : 
outside London the largest number of deaths (16) was 
reported from Bristol; there were 9 in Stoke-on-Trent, 
8 each in Birmingham and Leicester, and 6 each in Sheffield 
and Croydon. Nine of the fatal cases of measles were 
assigned to West Ham, 8 to Manchester, 5 to Liverpool, and 
4 each to Portsmouth and Leeds. Seven deaths from 
whooping-cough were recorded in Birmingham and 5 in 
Liverpool. Six of the deaths from diphtheria were in Hull. 


The number of stillbirths notified during the week 
was 291 (corresponding to a rate of 41 per 1000 
total births), including 47 in London. 

















AN ALL-WEATHER HEALTH AND SOCIAL 
CENTRE FOR A SOUTH COAST RESORT. 


By MARSHALL Sisson, A.R.I.B.A. 


THE curative virtues of the British coast resorts are 
becoming more widely recognised, but in the opinion 
of many medical men the accommodation offered to 
invalids and holiday-makers for their treatment and 
recreation is not always sufficiently adapted to the 
climate. It is essential that visitors to the coast shall 
be able to enjoy the advantages of sea air, bathing, 
exercise and amusement under pleasant conditions at 
all seasons and in all weathers. 

Some health resorts already possess admirable 
specific features, and others are now considering 
improvements ; but, owing to a lack of forethought 
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influenced by the nature of the site and the particular 
requirements of the locality. 

The buildings provided have been arranged in a 
garden setting, accessible from the town and from the 
beach, and terraced and planted so as to give views of 
the sea and shelter from the north. The gardens might 
be screened with plantations and thick masses of 
shrubs as these would probably grow better near the 
sea than larger trees. The restaurant pavilion (B), 
next to the main entrance to the gardens, commands 
a view of the sea. This block might contain, in 
addition to a restaurant, dancing, reading, and card 
rooms, and possibly a concert room. In fine weather 
the terrace outside would be used as a café. In front 
of the restaurant is a bandstand (Cc), set in the centre 
of a sunk area surrounded by covered shelters designed 
to accommodate a large audience in showery weather. 
At the east end of the site, and approached directly 
from the road as well as from the gardens, is the medical 
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Pian of the Centre. A, main entrance; B, restaurant pavilion; c, bandstand; p, medical baths; E, swimming-bath ; 


F, sunbathing area; G, sunk gardens and shelters for 
tennis-court: J, covered bowling-green; K, children’s 
N, ornamental garden; P, way down to beach. 


in planning in the past, the individual resources are 
often uncodérdinated, with a consequent loss in 
amenity and convenience. Careful grouping of the 
scattered elements on a site reserved and previously 
planned to receive them would go far to supply any 
deficiences and to augment the advantages of a resort 
by forming a convenient health and social centre. 
There would be in a garden setting a restaurant 
pavilion and bandstand, a medical bathing establish- 
ment, a swimming-bath and sheltered area for sun- 
bathing, covered shelters and quiet retreats for 
invalids, indoor tennis-courts and bowling-greens, 
and a separate playground for children. Such a 
centre should be readily accessible, close to the sea- 
shore, open to the sun, and screened from cold winds. 

The accompanying diagrammatic plan has been 
devised to show how these various elements might be 
combined in one comprehensive scheme. For the 
purpose of demonst-ation, a site of about ten acres, 
close to the seashorn, has been assumed. In any 
actual circumstances the lay-out would necessarily be 





invalids; H, tennis-courts and bowling-greens; I, covered 
playground; L, covered playground; M, paddling pools; 


bath unit (p). This might contain: Turkish baths ; 
vapour and switching room; douches and hot-air 
appliances ; whirlpool baths; sedative pool; dry 
inhalation room ; radiation and manipulation room ; 
slipper baths for effervescent, foam, aerated, hot salt, 
and seaweed treatment ; gymnasium ; and consulting 
and waiting-rooms. Adjacent to the medical bath 
building is a covered swimming-bath (E) and on the 
south side of this, next to the sea, a sheltered space 
for sun and air bathing (F). The swimming bath 
might be made more attractive by the provision of a 
modification of the artificial wave mechanism which 
has proved very popular in various continental baths 
but has not yet been installed in this country. 
Covered shelters to accommodate a large number of 
invalids and others are provided in a secluded position 
next the shore. These shelters, facing south, are 
arranged in sunk gardens (G) so as to be screened from 
all winds, those from the sea being excluded by banks 
and hedges. A pool to reflect rays and sloping 
approaches for wheeled chairs are suggested. The 
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northern part of the garden contains tennis-courts 
and bowling-greens, both open and covered (H, I, J). 
At the west end of the site is a playground for children 
(K), with a separate entrance from the road. This sec- 
tion contains a large playing shed (L) and paddling 
pools (Mm). Separate cloakrooms and hot foot-baths 
for use after paddling would be provided near the 
entrance. In addition to these more important 
elements, attractive kiosks for the sale of papers, 
flowers, milk, tobacco, and confectionery, might be 
incorporated at suitable places in the grounds. 

The buildings included in such a scheme should be 
simple in character and light and economical in 
construction. Much of the architectural effect would 
depend on their relation to one another and to the 
garden setting. A judicious use might be made of 
colour-wash, which could easily be renewed so as to 
keep the buildings fresh and gay. ° 

Unfortunately, most seaside resorts do not provide 
a clean slate for the planning of a comprehensive 
scheme of this kind, but in many cases where some of 
the constituent parts already exist, complementary 
ones might be added in close relation to these so as to 
remedy deficiencies and produce a complete and 
coherent whole. 
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INSURANCE PRACTICE. 


NEw regulations on club-practice have lately been 
issued by the government, with the agreement of 
the association of sick-clubs (Krankenkassen) and 
of the Hartmannbund on behalf of the medical 
profession. The principal points are that a medical 
man wishing to engage in club-practice must enter 
his name in a register to be kept by the district 
insurance office. Only German medical men who 
have been qualified at least two years are entitled 
to registration, and there is to be one doctor for 
every 600 club members. No medical man who 
receives a fixed salary of 500M. a month or more 
from the government or from a private company or 
association may have his name on the club register. 
Married medical women enjoy the same privileges 
as the unmarried, and practitioners may not be denied 
registration because they are married, nor because 
they describe themselves as homeopaths. Those 
who took part in the war, and especially those who 
were disabled or who suffered exile from the territories 
formerly belonging to Germany, enjoy preference 
over other candidates, and so do those who have 
already lived for a long time in the locality. Special 
items concern the registration of specialists, and the 
replacement of medical men who have died or have 
given up practice. The new regulations have certain 
advantages over the old ones, for the number of 
medical men admitted to club-practice (which has 
hitherto been one for every 800 members) has been 
increased and the time for admission after qualification 
has been shortened so that several hundred more 
young practitioners may be admitted. 


MEDICAL ASPECTS OF LONG CYCLING RACES. 


Dr. Conrad, writing in the Deutsche Medizinische 
Wochenschrift, has described his experiences of 
the six days’ cycling races, at which he has acted 
for many years as medical adviser. He points out 
that the professional six days’ cyclist must be attended 
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on different lines from the ordinary patient. Treat- 
ment of causes is of course impossible, quick help 
being wanted to enable the cyclist to continue the 
race. One of the most common ailments is laryngitis, 
due to the dust produced by the cyclists, the tobacco- 
smoke arising from onlookers, bad air, and irregular 
ventilation. Asa quick-acting remedy he recommends 
a compound of tinctura aconiti, menthol, bromoform, 
and codeine. The pressure of the saddle sometimes 
produces maceration of the skin of the buttocks 
which by the action of sweat may lead to necrosis 
or to severe folliculitis. He has found brushing the 
skin with salicylic spirit useful as a prophylactic 
measure. A dislocation of the shoulder, if properly 
reduced, need not prevent the competitor from 
continuing his race, though this is against the general 
rules of surgery. The reduction must be performed 
under brief narcosis, the shock always connected 
with accidents not allowing deep anesthesia, while 
postponement of the reduction until shock has 
disappeared is impossible. To strengthen the heart, 
strained by the exertion of the race, injection of 
cardiazol is advisable before the reduction. Gastric 
and intestinal troubles are common in professional 
cyclists, but they are very sensible about their food. 
Formerly they even brought their own cook with 
them, but now a German cook prepares the meals 
according to their accustomed diet. Owing to 
the sensitiveness of their intestines stimulating 
preparations must be administered as little as possible 
by mouth and preferably only by inhalation or 
injection. 

REPRODUCTION OF CARDIAC SOUNDS. 

At a recent meeting of the Berlin Medical Society 
Dr. L. Jacobsohn showed a method of reproducing 
cardiac sounds and murmurs on the principle by 
which sound films are made. He has calculated the 
rate of vibration of these sounds and has thus been 
able to compose them as sound pictures. By check- 
ing the sound pictures classified in groups of vibra- 
tions the method has been developed to such an 
extent that in the loud speaker the difference between 
the natural and the artificial sounds is no longer 
distinguishable. The sounds were clearly audible 
when demonstrated to the society, and they aroused 
a lively interest among the audience. Prof. Gold- 
scheider, the president, said that Dr. Jacobsohn’s 
device would be of great use in medical training. 


DIAPHRAGMATIC HERNIA. 


Prof. Gustav von Bergmann, head of the Medical 
Clinic of Berlin University, in a paper on Hernia of 
the Csophageal Hiatus in the Diaphragm, read 
before the Berlin Society for Internal Medicine, says 
that that condition is not so rare as is believed, 
for about 300 cases have been seen in his clinic in 
recent years. Radiography, by which the diagnosis 
is made, gives results only when the patient is in 
the Trendelenburg position. Though not a hernia 
from an anatomical point of view, since no hernial 
sac exists, the condition is not a physiological varia- 
tion but is definitely pathological, nearly all the 
patients complaining of pain at the ensiform process 
and of a feeling of oppression. Gastritis and even 
severe gastric hemorrhage may result from the 
disturbance of circulation caused by the compression 
of the protruded portion of the stomach. In radio- 
grams shown before the society a part of the stomach 
was visible above the diaphragm. Treatment con- 
sists in reduction of the hernia by inflation of the 
stomach and by gymnastic exercises; riding has 
given good results. 
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CORRESPONDENCE 





REFERRED PAIN IN VISCERAL DISEASE. tion dated from a previous labour orabortion. I would 

‘ | modestly suggest that where there is a prolongation 

To the Editor of Tur Lancet. of the red lochia the hemorrhage is secondary to 
Sir,—Your annotation on Prof. D. W. Carmalt-| an acute or chronic inflammatory condition of the 
Jones article on Tender Rib Cartilage as a sign Of! tissues of the uterus. In the case of the last 910 
Cholecystitis in Tue Lancet of March 19th again | deliveries at this hospital, the prolongation of the red 
raises the question of the nervous mechanism of | lochia after the seventh or eighth day, occurring in 72 
referred pain in visceral disease. I am inclined to | of these, has been regarded as a sign of morbidity. 
believe that the explanation of the phenomenon Evidence of antenatal sepsis, malposition or abnormal 
described by Prof. Carmalt-Jones is that a hyper- | labour was found in 55 per cent. of these cases. The 
algesic area of skin and subcutaneous tissue was | question therefore arises, Can these cases be controlled 
pressed against the rib cartilage, not that the rib| by treatment? The answer is Yes, by glycerin 
cartilage itself was tender; a point which might | irrigation, which, by promoting free drainage, relieves 
be settled by subcutaneous infiltration with novocain. | the inflammation which is responsible for the hemor- 
The major question, however, remains. Does a| rhage. Again, these women in whom the lochia are 
viscero-sensory reflex as described by Mackenzie | prolonged, provide about 50 per cent. of our cases of 
exist ? Or is Mr. Morley’s later theory to hold the | puerperal sepsis. As a result of a careful investigation 
field? I have just read Mr. Morley’s recently | of 340 consecutive deliveries I have found that 80 of 
published interesting monograph on abdominal pain, | them showed signs of sepsis, 40 of them having 
in which he postulates a peritoneo-cutaneous radiation | pyrexia and 40 having prolonged red lochia after the 
theory as an explanation of certain clinical phenomena. | first week without pyrexia. It is illogical, in my 
He asserts that a viscero-sensory reflex does not | opinion, in estimating the part played by sepsis, to 
exist, and seeks to explain the occurrence of hyper- | select as instances of sepsis only those who showed a 
algesia, superficial and deep tenderness as being | rise of temperature. We must realise that there are 
phenomena referred from the highly sensitive cerebro- | degrees of sepsis and of inflammation and this is a fact 
spinal nerves of the parietal peritoneum. Yet on | which is not sufficiently appreciated. In many cases 
page 151 Mr. Morley says : | of peritonitis in women following childbirth or mis- 
“When we explore an abdomen under a general anws- | carriage, it is difficult to trace the origin of the 
thetic such a oye we go ey amy mmm infection, but if careful inquiry is made into their 
Tar Gated to be ‘sader soemal conditions, in con- | history it will be found that these patients have had 
stant peristaltic movement, lies completely immobile in| prolonged lochia for some weeks. This, to my mind, 
the opened abdomen. This immobility appears to be due | jg an indication that the uterus was left in a condition 
to a reflez effect from yy pia pn tp ay + |of chronic inflammation. Finally, although it is 
by mee Re pam Rare Bit inhibition of intestinal movement.” | difficult to draw a dividing line clinically between 














italics are mine.) | what is physiology and what is pathology after 
Surely Mr. Morley here postulates a true viscero- | delivery or abortion, I would suggest that where the 
sensory reflex ? red lochia persist beyond the seventh or eighth day 


- Again, how often have we all picked up the skin and | glycerin treatment is to be commenced ; otherwise, 
subcutaneous tissue of the abdominal wall and | the high rate of morbidity now existing will continue. 


elicited visible peristalsis in cases of obstruction. | I am, Sir, yours faithfully, 
How other can this phenomenon be explained than by A. Remineton Hosss, 
the existence of a viscero-sensory reflex ? | St. Mary Abbots Hospital, Kensington, w., 


I am, Sir, yours faithfully, 
St. Leonards-on-Sea, March 23rd,1932. Davip Licat. | 








THE INSURANCE OF PEDESTRIANS. 
THE DURATION OF THE RED LOCHIA. To the Editor of Tue Lancet. 


To the Editor of Tuk Lancer. Sir,—You are to be thanked by drivers and walkers 

S1r,—The interest of Mr. Chassar Moir’s able article alike for the temperate tone of the article in your 
in Tue Lancet of March 12th centres in the fact that | issue of March 19th on the proposal that motorists 
a large number of women after confinement suffer | shall be liable to pay damages whether or not a road 
from intermittent or persistent bleeding from the | accident was caused by the driver's negligence, and 
uterus for varying periods beyond the text-book | whether or not the walker contributed by his negli- 
standard. If these cases are not treated it is my belief | gence. This well-meant but most undesirable proposal 
that many of them will later find their way to the | enshrines the walker’s suicidal notion that he has 
gynecological wards to undergo curettage or even | rights but no duties on the carriage way. This notion 
hysterectomy. In a lecture to the Blackburn Division | is the indirect cause of countless mishaps. The French 
of the British Medical Association in 1928 I quoted | provision of a small fine of one franc (2}d.) for a 
some statistics from welfare centres. One centre jay-walker has the opposite psychological effect and 
recorded that during the year 50 women who had been | saves life by inducing responsibility. No doubt the 
confined were found to be still bleeding for weeks or | absence of any footway to long stretches of country 
even for months afterwards, and 20 of these cases roads in England is a reproach, but as the voting power 
actually came from St. Mary Abbots Hospital. As | of motorists is only about one-twentieth of that of 
a result of a long series of observations, I have no | walkers, the motorists are not chiefly to blame 
doubt in my own mind that the hemorrhage was | (especially as they pay £60,000,000 a year to the 
secondary to an inflammatory condition of the uterus. | exchequer as motorists in addition to their contribu- 

Prof. Robert Donaldson has also informed me that tion to the highway rates). 
70 per cent. to 80 per cent. of curettings received from | I am, Sir, yours faithfully, 
the gynecological department were inflammatory in MERVYN O’GORMAN, 
type and that probably in many cases the inflamma-| Embankment-gardens, 8.W., March 29th, 1932. 
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PROPHYLACTIC PLASMOQUINE ON 
TEA ESTATE. 
To the Editor of THe LANCET. 


Sir,—In Tue Lancet of Dec. 26th, 1931, there 
appeared a letter under this heading and with the 
signature of Sir Malcolm Watson, of the Ross Institute. 
1 wish to reply to it as briefly as possible. 

In 1925 I visited the Travancore Tea Companies’ 
Estates and spent about four weeks investigating 
malarial conditions. In the malaria season of 1926 
the company agreed to my being there for a period 
of six weeks to start up antilarval and other measures. 
In 1927 I spent four weeks on these estates helping 
with the work and supervising all arrangements, 
particularly the oiling, which was on the whole 
very well carried out. Dr. J. H. Moore was stationed 
in this area and gave valuable help, especially with the 
treatment. In 1927 I came to Ceylon and have not 
been able to visit the estates since. 

In 1928 Sir Malcolm Watson paid a visit of five or 
six days only to the estates ; leaving Travancore he 
came to Ceylon and was very reticent about any 
recommendations that he had made in Travancore, 
but remarked that on one or two estates he recom- 
mended extending the area to be oiled. On June 11th, 
1929, I wrote and asked him would he kindly let me 
have a copy of any report that he might be writing 
on the Vandiperiyar estates, as I was interested in 
them ; on August 2nd, 1929, he replied as follows :-—— 

Some time ago I got a letter from you asking if I would 
send you a copy of any recommendations I made about 
Vandiperiyar. have not made any written report about 


Vandi ar, but some time ago Mr. Sylvester, the manager, 
came Po the institute and discussed the estates with me. 

As you know Mr. and Mrs. Cantlay have done such good 
work that there was little to say on the subject. I think 
my only dations were that a definite area of 
a quarter of a mile, round the lines, should be selected and 
controlled on each estate, and on one of the estates, Tungu- 
mullay I think I suggested, that some land should be acquired 
from the Government in order to complete the control work. 

It was, I think, Tungumullay where a swamp immediately 
below the lines and one or two other breeding places had 
not been controlled, and to these places I attribute the last 
outbreak of malaria. 


From the above it is obvious that at the time 
Sir Malcolm Watson himself did not consider that the 
slight increase in the area oiled was of very great 
importance. He now claims that this increase in the 
area oiled was the cause of the rapid decline in the 
malaria figures of 1929. Admitting that the area 
oiled was increased slightly, as was desirable, does he 
maintain that this would have reduced the percentage 
of parasites in the autumn blood slides from 73 per 
cent. to 7 per cent. and the gametocyte rate from 
34 per cent. to nil in a year? There is conclusive 
evidence that our anti-gametocyte campaign, making 
use of plasmoquine, produced a very drastic reduction 
in the number of gametocyte carriers in the labour 
forces of the estates ; therefore to say that this was 
not the main cause of the reduction in the number of 
reinfections and to attribute it to a very doubtful 
reduction in the number of anopheles is simply to 
acknowledge one’s ignorance of mathematics. The 
area oiled was only increased in two estates, yet all 
showed improvement in the health figures. Further, 
it is possible to omit the figures on the two estates 
mentioned without upsetting my conclusions. Both 
Mr. Cantlay and Mr. Sylvester have informed me 
that there was practically no alteration in my original 
programme. Anyhow all the evidence and figures 


A 





were published in two articles in the Indian Medical 





Gazette of December, 1930, and November, 1931. 








The figures speak for themselves, and I can confidently 
leave the final judgment to the readers of Tue LANCET. 

Plasmoquine assists the malariologist in the following 
ways: (1) in minute doses given to the gametocyte 
carriers it prevents the infection of mosquitoes 
(Barber, Newman, and Komp); (2) in medium doses 
(0-06 of a gramme spread over a week) it removes 
gametocytes from the blood (Knowles and Das 
Gupta); (3) in somewhat larger doses which have not 
yet been accurately determined for orientals, it 
prevents the infection after injection of sporozoits 
(James); (4) in two treatments (0-06 of a gramme 
over a week) it prevents relapses, reduces the number 
of carriers in a force and so reduces the number of 
infections (doses may not be adequate for all countries) 
(Clemesha and Moore). 

The drug which has this remarkable action was given 
with very great care in accordance with my orders on 
all these estates, commencing September, 1928, 
and yet it is claimed that a slight increase in the area 
oiled (at the very outside of 10 or 15 per cent. on 
two estates out of nine) was responsible for the 
reduction in the amount of sickness on these estates. 

I shall shortly be publishing some interesting 
graphs of badly infected estates in Ceylon, which have 
been kept practically free from malaria for more than 
two years by anti-gametocyte dosing with plasmoquine 
alone, antilarval measures being impossible on these 
estates. I do not propose to say much concerning 
the area to be oiled. In flat countries very likely the 
arrangements propounded by Sir Malcolm Watson 
answer satisfactorily in most years, but in mountainous 
countries, such as the Vandiperiyar Valley, they are 
useless. Anybody with an elementary knowledge 
of the habits of anopheles in hilly countries is well 
aware that these mosquitoes keep to the bottom of 
the valley and are also capable of travelling very long 
distances up and down ravines. Neither 20 nor 40 
or much the larger number of chains are adequate to 
prevent invasion from outside in this type of country, 

I do not propose to discuss the last two paragraphs 
of Sir Malcolm Watson's letter. One may search the 
book “‘ Prevention of Malaria in the Federated Malay 
States ’’ from cover to cover and not find the term 
*“‘ anti-gametocyte campaign ’’ or very little that is 
in any way synonymous with it. Five years hence, 
when we know a little more about the uses and 
possibilities of plasmoquine, I think Sir Malcolm 
Watson’s letter will cause a smile, and will be looked 
upon by the scientific world in much the same spirit 
as his pronouncement on plasmoquine at the meeting 
of the Industrial Anti-Malarial Advisory Committee 
of the Ross Institute, 1930, which the Editor of the 
Indian Medical Gazette diseussed in his leading article 
of November, 1931. 

There is one question which I would like to ask 
Sir Maleolm—namely, what was the cause of the 
complete breakdown of his oiling measures on the 
estates in the Federated Malay States in 1926. I 
have before me three reports of medical officers in 
that country ; they all agree as to the facte—namely, 
that in spite of the most careful oiling, practically 
the whole of the labour force of estates was seriously 
infected throughout the whole Peninsula. I think’ 
I known the correct answer to this question, but 
I should like to know what so eminent an authority, 
as the writer of the above letter, thinks on the same 
subject. 

I am, Sir, yours faithfully, 
W. W. CLEeMEsnHa, 
Lt.-Col., I.M.S. (ret.), Malariologist to Controi 
Scheme, Ceylon. 
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#TIOLOGY OF DISSEMINATED SCLEROSIS. 


To the Editor of Tuk Lancet. 


Sir,—Sir J. Purves-Stewart’s and Dr. Hocking’s 
communication in your issue of March 19th and your 
comments thereon justify other workers in giving 
their experience of vaccine therapy carried out on 
the lines originally instituted by Chevassut and 
Purves-Stewart. Since our first communiqué (THE 
LANCET, 1930, ii., 901) we have continued our treat- 
ment with an autogenous intravenous vaccine of 
28 cases and re-examined the cerebro-spinal fluid 
after the course of injections. Although last year 
you informed us that, owing to the controversy as 
to the specificity of the so-called spherula insularis, 
you thought it wiser to abstain from publication of 
results until a larger volume of experience had been 
collected, we think it right that certain considerations 
should be laid before your readers so that they may 
draw their own inferences and conclusions, without 
bias. 

From 1921-1929 disseminated sclerosis has been 
treated at Manor Hill Red Cross Hospital on the 
same lines as in other institutions—i.e., by intravenous 
arsenical injections. The rationale of this treatment 
was based on the alleged discovery by various 
observers of a spirochxte resembling but not identical 
with the Spirocheta pallida of syphilis. The spiro- 
chetal theory of causation having been discredited, 
the specific value of arsenic, such as neo-kharsivan, 
and silver salvarsan, would appear to vanish leaving 
only the tonic effect of arsenic and the empirical 
use of arsenic in any nerve disease to justify the 
continued use of arsenical treatment. In other 
words it is a case of “‘faute de mieux.” So every 
doctor in charge of cases of disseminated sclerosis 
must have been hoping that a more specific treatment 
would be found. Chevassut’s and Purves-Stewart’s 
work appeared to hold out this hope, and it is certain 
that many like ourselves have been trying it out. 

Unless results are published workers cannot compare 
notes and arrive at a conclusion. All we can do is 
to give honest impressions as to the value of treatment 
—i.e., from clinical and laboratory points of view. 
Pathologically the findings of cerebro-spinal fluid 
examination show definite changes after treatment. 
Clinically our experience has been that with a small 
range of doses—5,000,000 to 200,000,000—definite 
improvement has been shown. Second and third 
courses ranging from 20 to 600, and 50 to 1000 
strength have had a uniformly bad effect. In this 
respect we regard one observation as being of definite 
value. During a second course two early cases 
received a dose of double the increase previously 
fixed on. Both had violent reactions—one was in 
bed for five days with weakness and increased spasm, 
the other with seriously impaired vision for three 
days. We have decided that for the present our 
dosage shall not be increased beyond 400,000,000. 
We think that it is a pity that Purves-Stewart and 
Hocking have not given their views on dosage. 
The only reference in the latest communication is to 
a course of 1-200,000,000. In the first communica- 
tion, doses of over 1,000,000,000 were reported. 

As regards the undecided question as to whether 
Chevassut’s spherula is or is not the specific virus, 
we have an open mind. Different observers have 
differing opinions. We hold the view that, though 
it requires much practice to make the distinction, 
there are certain spherical bodies, distinguishable 
from commonly observed ones, which are almost 
always to be found in cases of disseminated sclerosis. 


We may add that we have never seen any filaments 
arising from the spherule. Whether these spheres 
constitute the actual virus or are merely 4 accompani- 
ment of an unidentified virus, they at least afford 
a useful method of standardising the dosage of vaccine. 
In other words, we hold that the cerebro-spinal fluid 
of disseminated sclerosis contains a virus, vaccines 
from which have a definite effect clinically and 
pathologically on cases of disseminated sclerosis. 

With regard to the empirical use of liver or massive 
doses of iron, it is probable that many are using one 
or other of these remedies in preference to vaccine— 
partly because they are equally experimental, and 
partly because of their easy administration—ignoring 
the fact that liver and iron treatment is based on the 
slender analogy of the subacute combined sclerosis 
complication of pernicious anemia. 

We are, Sir, yours faithfully, 
A. C. RANSOME, 


Medical Superintendent, Manor Hill 
Hospital, Birkenhead. 


HuGH SMITH, 


March 28th, 1932. Hon. Pathologist to the Hospital. 





To the Editor of Tue LANCET. 


Sir,—A letter from me in defence of Miss Chevassut. 
was published in the issue of the British Medical 
Journal of March 14th, 1931, which was in answer 
to a criticism that appeared in the previous number. 
During the nine months which followed the pub- 
lication of my letter I was in close touch with Miss 
Chevassut’s work and methods. In the interests of 
the medical profession and sufferers from disseminated 
sclerosis I ask you to insert in your valuable journal 
this compressed account of the results of her work. 

Early in 1931 the Halley Stewart Trust decided 
to provide a further opportunity for the trial of the 
method of treating disseminated sclerosis, based on 
the use of a vaccine prepared from cultures of a 
virus or organism, which Miss K. Chevassut claimed 
to have cultivated from the cerebro-spinal fluid of 
such cases, and described in an article in THE LANCET 
of March 15th, 1930. Premises were taken at 30, 
Chesterford-gardens, Hampstead, and equipped as 
a nursing home, with laboratories containing all the 
apparatus required by Miss Chevassut, to enable her 
to prepare the vaccine for the clinical trials, and to 
continue her investigations on the organism which 
she had described. Miss Chevassut, who was a 
grantee of the trust, was given the services of Mr. 
Lavington, who had acted as her laboratory assistant 
during her investigations at the Westminster Hos- 
pital. The institute provided a nursing staff and 
accommodation for 12 patients. I was appointed 
medical superintendent. 

The institute was opened on March 29th, 1931, 
and by the end of the year 116 cases had been treated. 
Of this number 69 were readmitted on one or more 
occasions, thus providing opportunities for testing 
the results of the treatment. An analysis, drawn up 
by the medical assistant at the institute, of the results 
of these 69 cases is as follows :— 


1. Cases showing considerable improvement 4( 580%) 

2. slight improvement 13 (18-85 % 

3. os » ho change of condition 25 (36°23 %) 

4. ,, definitely worse ° ° 27 (39-13 % 
Total re ‘ 69 


These figures were submitted to Dr. F. M. R. Walshe, 
who has kindly given the trustees his views con- 





cerning them. 
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Dr. Walshe anys, inter alia: 


“ Your results amount roughly to this, that 25 per cent. 
of cases showed some measure of improvement (trivial in 
20 ox cent.) and. 75 cent. showed no improvement or 
definitely ar Rearmed yao may say with confidence these 
results are markedly worse than hospital records would 
show for the treatment on other lines of disseminated 
sclerosis, and also are not so good as a similar number of 
wholly un cases would probably show. I can only 
conclude from your figures that the treatment you have 
been investigating must aggravate the. malady, and that 
the patients so treated are worse off than if they had been 
left alone.” 

Miss Chevassut made her first report to the trustees 
on her work in September, 1931. It was of a highly 
technical nature, and dealt with investigations in a 
number of different directions. It was submitted 
by the trustees to a committee of three eminent 
experts on pathology, and particularly on bacteria 
and viruses, who kindly examined the report and 
gave the trustees the benefit of their opinion. This 
opinion was entirely unfavourable, the committee 
expressing the view that the report had no scientific 
value. It described a successful cultivation of the 
specific organism, which she claimed could now be 
readily and regularly maintained in subcultures on 
solid media, and her records state that the organism 
was present in a very high proportion of the cases 
admitted to the institute during the six months from 
April to September, 1931. The committee therefore 
naturally desired to have the opportunity of examin- 
ing the organism, and of verifying Miss Chevassut’s 
detailed description of its microscopic and cultural 
characters. Miss Chevassut, however, was unable to 
furnish, for examination by the committee, a culture 
which she was willing to identify as that of the 
specific organism, but she readily promised to secure 
such a culture at the first opportunity. The trustees 
therefore, at a special meeting on Dec. 14th, decided 
to afford her a final chance of establishing her 
claim, and gave her the sole control of the laboratory, 
and the right to admit at least 12 cases for the 
period of a full month in which to provide positive 
cultures for verification by eminent scientists. She 
accepted these conditions but only admitted six 
patients, and having failed to produce from them a 
solitary culture she withdrew from the institute on 
Jan. 7th, a week before the expiration of the allotted 
month, and indicated her intention not to return. 
In view of the committee’s adverse report, and her 
failure to produce a culture with the properties and 
appearances described in her report as characteristic 
of her disseminated sclerosis organism, which could 
be verified by independent investigators, the trustees 
had no alternative but to close the institute to her 
and abandon the trial of her method. 

I am, Sir, yours faithfully, 
B. H. Stewart, M.D. 
(Trustee, Halley Stewart Trust.) 

PS.—The above letter was drafted some weeks 
ago. The delay in submitting it for publication 
arose from a desire to have it approved by all con- 
cerned. Being written before your issue of March 19th 
it is in no sense a rejoinder to the article by Sir James 
Purves-Stewart and Dr. Hocking. 





PERI-ARTICULAR ANASTHESIA. 
To the Editor of THe LANCET. 

Str,—I should like to confirm the comments of 
your Paris correspondent on Dr. Leriche’s method of 
peri-articular anesthesia. Since reading the article 
in the Presse Médicale, 1 have applied the method 





to several cases of osteo-arthritis with considerable 
success. 

The first patient was an old lady of 70 with osteo- 
arthritis of the right knee. Painful night starts 
were a trying feature. I found on examination that 
at two small spots near the internal lateral ligament 
it was possible by firm pressure to reproduce the 
spasm producing the night start. I infiltrated these 
spots with 0-5 ¢.cm. of percaine, and since that time 
there has been no recurrence of the night starts. 
Moreover, by further infiltration of two more painful 
spots, one at the inner border of the patella, and 
the other over the external lateral ligament, she 
has been able completely to extend the knee, a feat 
which she has been unable to accomplish for more 
than six months. 

I have had similar success with other cases of osteo- 
arthritis and climacteric arthritis. There are 
generally to be found a series of painful spots about 
the internal lateral ligament and around the patella. 
Pressure on such a spot not only causes pain, but 
often a twitch can be seen to occur in one of the 
muscles moving the knee-joint. As your corre- 
spondent points out, it may be necessary to repeat 
the injections, but my experience has been that the 
increased range of movement permitted by this 
anesthesia improves the blood-supply to the peri- 
articular structures and automatically massages the 
affected area.—I am, Sir, yours faithfully, 

Bristol, March 29th, 1932. FraNnK BopMAN. 





ANZMIA: A CORRECTION. 
To the Editor of Tue Lancet. 


Srr,—I trust you will allow me to make an import- 
ant correction to your leading article on anemia, in 
which you refer so kindly to my Goulstonian lectures. 
The discovery that the gastric juice in simple achlor- 
hydric anemia contains the ferment which will 
generate from beef the substance which is missing 
in pernicious ane#mia was made by Castle and 
co-workers (Amer. Jour. Med. Sci., 1930, clxxx., 305, 
and 1931, elxxxii., 741). Dr. 8. J. Hartfall and I have 
merely confirmed Castle’s pioneer observations. 

I am, Sir, yours faithfully, 

Wimpole-street, W., March 26th, 1932, L. J. Wits. 








PRINCEss BEATRICE HosprITraL.—The annual meet- 
ing of this hospital was held recently in the new 
building in Richmond-road, Earl’s-court, which has been 
erected on the site of the old Kensington, Fulham, and 
Chelsea General Hospital. The building, which has 78 beds 
and two theatres, is now ready for the —— of patients ; 
it is heavily in debt. Last year out- 
exceeded 36,000, an increase of more than 3000. 


WoLvVERHAMPTON Royat Hosprrat.—The annual 
report describes 1931 as “the most difficult in the 
py a this ital. The daily average of occu- 
pied increased m 164 to 186; there were 5762 
in-patients, 45,505 out-patients, and 7622 operations. The 
average stay at the General Hospital was 15-46 days, an 
increase on the last two years. The cost per head was 


£6 138. 7}d., also a slight increase ; the cost per bed occupied 
was £157 14s. 4}d., com with £175 10s. 9d. the ous 
ear, and £163 15s. big = - the hayes ital 
he avi stay was 14- 8, @ decrease on vious 
years the oat head was £8 2s. 5d., also a ; 
and the cost 


per occupied was £208 ioe Sie. com 
with £209 2s. 11d. the previous year, and 5 4s. 54d. in 
1929. The accounts of the General Hospital show a deficit 
of £9807 and of the Women’s Hospital of £6860. Legacies, 
however, amounted to more than £30,000, and great hopes 
are based upon the contributory fund started six months 
. With the exception of poor ns, all non-members 
of the contributory association will be called upon to pay a 
maintenance charge. 
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PARLIAMENTARY INTELLIGENCE 


in any one year should be fixed, that could be easily 
NOTES ON CURRENT TOPICS. done in committee. There was nothing inherently 
heroes or ey a, holding . lottery. State 
otteries were held in this country for many years. 
EASTER ADJOURNMENT. Queen Elizabeth was the first patron of a State 
THE House of Lords and the House of Commons | lottery, wnich was held in this country for the repair 
both adjourned for the Easter recess on Thursday, | of the havens of the realm and for public works. 
March 24th. Among the measures to which the | The penal legislation under which the Home Office 
Royal Assent was given by Royal Commission was the | now acted was passed in 1834, nearly 100 years ago. 
Dangerous Drugs Act. The House of Lords will| Under that, the Home Office searched travellers 
reassemble on April 12th and the House of Commons | arriving at Holyhead, they opened private letters 
on April 5th. and oven letters from = icitors x7 their clients. 
This legislation was not passed with any idea of 
SAREEDSUS CTSS Sas. | stopping a vicious or immoral practice but 4 protect 
In the House of Commons on Monday, March 21st, | the te lotteries from unfair competition by private 
the Dangerous Drugs Bill passed through Committee | jotteries and lotteries organised eae: om the 
and was read the third time without amendment. | Irish swee kes just concluded the hospitals 
_ | received 41,000. viously they had received 
PUBLIC HEALTH (CLEANSING OF SHELL “over £2,000,000, and in all they had now had prac- 
FISH) BILL. ok tically £3,000,000. How much sickness and suffering 
On the motion for the second reading of the Public | in this country might have been saved if this money 
Health (Cleansing of Shell-fish) Bill, f _|had been kept here! A recent visitor to Dublin, 
Mr. RosBoTHaAM said that this was a Bill to give | who saw the hospital drum there, stated that when he 
local authorities power to lend money for the erection | arrived at Euston on his return he saw in the street 
of tanks for the cleansing of shell-fish. Very valuable | a medical student beating a drum with a procession 
beds of mussels existed on the banks of several of behind him, asking for alms for a London ital. 
our rivers, in particular the River Ribble. They | Which of the two methods was the most dignified ? 
were worth several thousands of oy but were | Another hospital appeal issued recently said that 
being closed, owing to Public Health Orders, so 1000 patients were waiting for beds owing to lack of 
far as human consumption was concerned. The funds. Those funds could be provided by a lottery. 
tanks ge ag ~ a very simple method of cleansing | Of the £3,000,000 received in Ireland, over £2,000,000 
the fish. e Ministry of Health had conducted | came from this country. No one imagined that if 
experiments over a series of years and those experi- | lotteries for hospitals were established in this country 
ments had been very successful. Now that there | they would maintain the hospitals; the hospitals 
was a 10 per cent. duty on foreign mussels it was | wanted millions a year. They would, however, 
all the more important that this Bill should be passed. provide funds for urgently needed equipment and 
The Bill was read a second time. those beds which were urgently needed at the present 
moment. 
LOTTERIES FOR CHARITIES. Mr. Hopkin Morris asked the House to reject the 
In the House of Commons on March 22nd, Sir | motion for the introduction of the Bill. e said 
W. Davison asked leave to introduce a Bill to! he agreed that the betting law was in an anomalous 
authorise the raising of money by means of lotteries | position, and said that a far-reaching inquiry into 
for charitable, scientific, and artistic pospooes, the whole question was required. He agreed that 
or for any public improvement or other public object, | hospitals were worthy objects, but were hon. Members 
under conditions approved by the Home Secretary. | going to support them by questionable means ? 
He said that when he introduced a Bill last year he | The amount raised by bequests, subscriptions, savings 
confined its scope to the provision of funds for | associations, and paying patients for the voluntary 
hospitals on the same lines as the sweepstakes in | hospitals in this country last year was between 
the Irish Free State. In view of representations | £13,000,000 and £14,000,000. t was in a year 
made to him he had drawn the present Bill on some- | of acute depression. Of that sum some 50 or 60 
what wider and simpler lines, although British | per cent. came from voluntary contributions. What 
hospitals would still be within its scope and could | amount of sweepstakes would be required to assure 
take advantage of it should they so desire. It was|an income equivalent to that amount? He was 
interesting to note that of the 180 members of the | taking the figures of a very competent hospital 
House who voted against the Bill which he intro- | accountant who said that it would require three 
duced last year some 130 had since lost their seats, sweepstakes a year each yielding £10,000,000 ; 
He did not say that they had lost their seats solely a total of £30,000,000 a year. If they took the 
because they voted against his Bill, but that they | figures of the Irish sweepstakes and assumed— 
represented a type of mind not acceptable to the | and it was a big assumption—that there would be 
majority of their fellow citizens. Clause 1 of the | treble the number of subscribers in this country 
Bill provided that notwithstanding anything to the | that would yield approximately £15,000,000, leaving 
pene g Bag any Act of Parliament or rule of law, it a deficiency of £15,000,000. e testimony of the 
should lawful for the governing body or trustees | chairman of the Royal City of Dublin Hospital was 
of any charity, and any trustees or body of persons | to the effect that the annual subscribers were with- 
appointed ely and mainly for the purpose of | drawing their funds on the ground that they were 
raising money for any scientific or artistic purposes, | no longer needed, that paying patients, generally 
or for carrying out public improvements, to hold, | working-class men and women, were objecting to 
with the approval of the Secretary of State, a | pay anything for treatment, that business firms were 
lottery to raise money for such charity, —— or | refusing to pay anything, and that people were 
object. Clause 2 provided that no lottery should be | not now leaving bequests for hospitals. The Governor 
held except in pursuance of a scheme sanctioned by the | of the Charing Cross Hospital stated last year : 
Secretary of State and for the charity or efor | ** Speaking for myself and this hospital we will have 
named in the scheme. Clause 3 set out certain con- | neither part nor lot in any such scheme, and our 
ditions and regulations, but did not preclude the | reasons are not simply moral ones, though they weigh 
Secretary of State from making others if he thought | very considerably. Looking at it from a business 
fit. The Bill would not apply to Northern Ireland. | standpoint we believe the gain would be outweighed 
If it was thought that the scheme of the Bill was too | by the loss.’’ This was clearly a case where there 
wide, or that it should be confined to hospitals, | should be an inquiry first. They could not put these 
as his last Bill was, or that the number of lotteries | charitable institutions, depending as they did on the 
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moral goodwill of men and women, on the basis of 
chance. (Cheers.) 

Leave was given to introduce the Bill by 176 votes 
to 123—majority 53. Sir W. Davison then brought 
in the Bill amid cheers and it was read a first time. 


HOUSE OF COMMONS. 
TUESDAY, MARCH 22ND. 


Small-pox Statistics. 


Mr. Groves asked the Minister of Health whether the 
statistics of small-pox cases published in the epidemiological 
report of the health organisation of the League of Nations 
were supplied by his department ; and whether the statistics 
of l-pox deaths were also supplied.—Sir E. HiLTon 
Youne replied: The official returns of the Registrar- 
General and other official documents relating to small-pox 
cases a i — ¥.) ary Ty 2 a are 
regularly su y my departmen Organisa- 
tion of hae Eaagus of Nations and are available to that 
organisation in the preparation of its epidemiological reports. 


Miners’ Nystagmus. 

Mr. PARKINSON asked the Secretary for Mines the number 
of cases of miners’ nystagmus which had occurred in the 
Lancashire coalfields for 1927, 1928, 1929, 1930, and 1931, 
respectively.—Mr. Isaac Foor replied: The number of 
cases of nyst us in Lancashire and Cheshire certified 
under the Workmen’s Compensation Act during the years 
in question was in 1928, 319; in 1929, 302 ; and in 1930, 306. 
This information is not available for 1927 and the returns 
for 1931 are not yet completed. 


Duties on Imported Milk. 


Sir CHARLES CAYZER asked the Secretary to the Treasury 
what proportion of the milk imports into this country 
were subject to the new duties imposed under the Import 
Duties Act on the basis of the trade figures for 1931.— 
Major ELuiot (the Financial Secretary to the Treasury) 
replied : It is estimated on the basis of the Trade Accounts 
for 1931 that the general ad-valorem duty will be paid on 
approximately 22 per cent. of the milk imports. 

Sir CHARLEs Cayzer asked the Secretary to the Treasury 
whether his attention had been called to the fact that 
duty was not being charged under the Import Duties Act on 
imported sweetened condensed milk because such milk 
was already taxed on its sugar content ; and for what reason 
this decision was reached, in view of the fact that double 
duties in respect of the Abnormal Importations (Customs 
Duties) Act and under legislation previous thereto were 
being charged on a number of other imported manufactured 
articles.—Major Evuior replied: There is no analogy 
between the Abnormal Importations Act and the Import 
Duties Act, since the object of the former was expressly to 
prevent the influx of certain goods into this country. I may 
point out that it is open to the Advisory Committee to con- 
sider the case of any composite goods and to recommend 
additional duties in respect of them. 


Abortion. 

Lieut.-Colonel MooreE-BrRABAzON asked the Minister of 
Health whether he would consider the present state of the 
law with regard to the practice of abortion under the Act of 
1861 with a view to amending that Act.—Sir T. INskip 
(Attorney-General) —! I am at all times happy to 
consider the state of the law with regard to any subject, 
but I am not at present satisfied that the law concerning 
this matter requires amendment. 


WEDNESDAY, MARCH 23RD. 


Purity of Milk Supplied to the House. 


Mr. Griossop asked the Chairman of the Kitchen Com- 
mittee whether he was aware that milk supplied in the 
members’ tea room on Wednesday, 16th instant, was found 
on analysis to contain 2,000,000 bacteria per c.cm. and bacillus 
coli present in 1/1000 c.cm. ; that the lowest standard graded 
milk was not allowed to contain more than 200,000 bacteria 

r c.cm. ard no.bacillus coli whatsoever ; and what steps 

proposed to take in order to safeguard the health of 
members who consumed milk with their tea.—Sir J. 
Ganzoni (for the Chairman of the Kitchen Committee) 
replied: All milk provided by the Kitchen Committee 
is full cream, pasteurised milk, of the first quality. 
It delivered in the original ten-gallon cans, sealed and 
fastened, from the same dairyman who has supplied us for 
over 20 years. As the Committee had no notice from the 
hon. Member that a sample was being taken on Wednesday, 
March 16th, until the question appeared on the Order Paper 
on Tuesday, March 22nd, they can have no knowledge as to 
whether it was properly taken, if in a perfectly sterile 
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vessel, a at a suitable tem: ture, and analysed 
immediately afterwards. The ttee take every 


precaution to secure the purity of the supply. 
Mr. Giossop: Is the hon. Member aware of the very 
unsatisfactory results of the test which has been carried 
out on rats after feeding them with pasteurised milk, and 
in view of the fact that this House contains so many young 
members for whom milk should still form an essential part 
of the diet. (Laughter.) 
e SPEAKER : hon. Member must concentrate his 
question in shorter form. 


Fatal Aircraft Accidents. 


Mr. SummonpDs asked the Under-Secretary of State for Air 
the number of ns killed in this country during the last 
three years whilst flying in aircraft bearing a British- 
validated foreign certificate of air worthiness; and what 
ae ion of these deaths was due to mechanical or structural 

ailure.—Sir P. Sassoon (Under-Secretary of State for 
Air) replied : During the last three years there has been one 
fatal accident in this country to an aircraft with a British- 
validated foreign certificate of air worthiness ; this accident 
involved six deaths and was due to structural failure. 

Mr. SmMMONDs : Does not the Under-Secretary think that 
this matter should be investigated, because these validated 
certificates tend to bring our own certificates into disrepute ? 

Sir P. Sassoon : There has only been one accident in three 
years, and the whole report upon it has been published. 


THURSDAY, MARCH 24TH. 


Health and Pensions Insurance. 


Sir R. Aske asked the Minister of Health whether he was 
aware that, owing to the unemployment that had existed for 
years in shipbuilding and other industrial areas, numbers of 
men were being disqualified for sick benefits and contributory 
pensions ; and whether he would consider the desirability 
of introducing legislation to reduce the number of qualifying 
contributions in such cases until more work is available. 
—Sir E. Hirton Younae replied : It would appear that my 
hon. friend has been misinformed, inasmuch as under the 
existing law the health and pensions insurance of persons 
who are unable to secure work is maintained so long as they 
can ag that they are genuinely unemployed, and provision 
is a made to secure that an insured person shall not 
suffer loss or reduction of benefits as a result of arrears due 
to unemployment. In these circumstances I cannot see 
any necessity for amending legislation on the lines suggested. 


Police Witnesses and Accident Cases. 

Captain Moss asked the Home ~oygy: if he would 
reconsider the decision communicated to chief constables 
on May 27th, 1929, whereby chief constables were authorised 
to demand a payment as a condition of permitting a police 
constable, whe had witnessed an accident, to be interviewed 
and a note, proof, or precognition of his evidence to be taken 
with a view to tendering him as a witness in a civil claim for 
damages.—Sir H. SaMvuEL: No, Sir; the amount of 
police time occupied by interviews of this nature fully 
justifies the making of a charge. 

Mr. MAacQvuIsTEN : Does the right. hon. gentleman not 
see how that would injure the course of justice if seams 
citizen were not to do his duty unless paid in advance. 
Why should a policeman not do the duty of an ordinary 
citizen without being paid for it ? 

Sir H. Sauget: The police are not primarily concerned 
with civil litigation, and if the private parties to civil pro- 
ceedings require police evidence and take up the time of the 
police it is right in the public interest that a fee should be 
paid. If in any particular case hardship is involved on 
account of poverty the fee is waived. If a policeman is 
summoned as a witness he has to attend in the Ordinary 
course, but for interviews beforehand with solicitors and 
so forth a public servant, such as a policeman, is éntitled to 
have his services charged for in the interests of the public 


purse 
Medical Treatment of School-children. 


Mr. Groves asked the President of the Board of Education 
what provision was made by his Department to grant 
compensation to any school-child who met with permanent 

hysical injury w attending for treatment under the 
{eatruction of the local education authority’s school medical 
service.—-Mr. HERWALD RAMSBOTHAM (Parliamentary 
Secretary to the Board of Education) replied : There have 
been very few case indeed in which children have received 
permanent physical injury as a result of medical treatment 
received under arrangements made by local education 
authorities. There have been a few cases in which local 
authorities, while not admitting legal liability, have made 
yments as a result of complaints of this character, and the 
Board of Education have ised their expenditure for 
the om yom of grant. The Board have no power themselves 
to gtant compensation in such cases. 
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THE INTERNATIONAL CONGRESS OF 
SURGERY. 
MADRID, MARCH 14TH-19TH. 
(FROM A CORRESPONDENT.) 





THE ninth Congress of the International Society 
of Surgery, held in Madrid, was in every way a notable 
success. The President of the Republic and several 
members of his government were made members of 
honour for the occasion, while the local arrange- 
ments were carried out by a committee presided over 
by the venerable Prof. Sebastian Recaséns, whose 
energy and driving force had obviously done much 
to make the congress possible. The occasion was 
attended by members from some 30 countries, includ- 
ing such far distant places as Finland, Poland, Japan, 
America, and New Zealand. 

The British members were only five and of this 
small band Dr. Macdonald was a resident of Huelva 
in Spain. The United States of America sent three 
members (Drs. Elsberg and Lilienthal, of New York, 
and Mixter, of Boston). But the congress generally 
was thoroughly representative and was well patronised, 
about 300 members being present. The greater 
number came from Spain, but there were many from 
France and Italy, while for the first time since the 
war, Germany sent delegates, and the attendance of 
Prof. Sauerbruch, of Berlin, added much to the 
vitality of the meetings. The Government of the 
Republic and the municipality of Madrid did every- 
thing possible to make the congress a success and 
placed the Senate House at the disposal of the 
members, and here all the principal meetings were 
held. 

Prof. F. de Quervain, of Berne, was the president 
of the congress, and he was ably supported by Prof. 
Verhoogen, of Brussels, president of the society. 
The vice-president, Prof. Recaséns (Madrid), the 
members of the internationa) committee, and] the 
energetic secretary of the society, Dr. L. Mayer 
(Brussels), all played a part in carrying through a 
wonderful programme. The Senate House was packed 
for the inaugural ceremony at 11 o’clock on Tuesday, 
March 15th, and the occasion was notable because 
of the attendance of the President of the Republic, 
His Excellency Alcald Zamora, who opened the 
congress, and in welcoming the members to Spain 
took occasion slyly to refer to the bloodless operation 
which had recently been carried out in his country. 
The mayor of Madrid also spoke and gave a warm 
welcome on behalf of the city over which he presides. 
Dr. L. Mayer, the secretary-general, gave an admirable 
report of the work of the society, speaking first in 
Spanish and continuingin French, and Profs. Verhoogen 
and de Quervain also addressed the assembly. 


SCIENTIFIC SESSIONS. 


The scientific work of the congress began 
immediately afterwards. The first question was 
the Surgery of the Csophagus and reports were 
presented by Gregoire (Paris), Zaaijer (Leiden), 
Lusena (Genoa), Cardenal (Madrid), and Grey Turner 
(Newcastle). No really new ground was broken ; 
everyone was pessimistic about the treatment 
of carcinoma and this was emphasised by Sauerbruch 
who took part in the subsequent discussion. 
Nevertheless it was admitted by several of the 
speakers that the alternatives had been almost 
equally disappointing and that the methods of 
radical operation could not be entirely disearded 


in the hope that some practical and successful method 
might yet be evolved. Grey Turner spoke of the 
pull-through method and expressed the belief that 
at some future congress fresh hope would dawn on 
this dismal subject. Several speakers referred to 
the diminishing frequency of @sophageal conditions 
amenable to major surgery because of the earlier 
diagnosis and treatment of the causative lesions. 
Each day the scientific discussions were resumed in 
the afternoons at 3.30 and continued until 5. 

The second question, discussed on Wednesday, 
was the Treatment of Non-Tuberculous Suppura- 
tion of the Lung. Among the reporters were Sauer- 
bruch (Berlin), Lilienthal (New York), Baumgartner 
(Paris), Martin Lagos (Valencia), Ascoli (Rome), 
and others, and no less than 29 speakers had signified 
their intention of joining in the subsequent discussion. 
Fortunately, perhaps, many of these were not present 
or the discussion would have been endless. None 
the less it is disappointing to read distinguished or 
interesting names on the order of the day, only to 
find that they are not in attendance when called 
upon. 

The third question was The Diagnosis and Surgical 
Treatment of Tumours of the Spinal Cord. Notable 
communications were made by Prof. Beriel, of Lyons, 
who came by invitation to address the congress on 
the question of diagnosis, by Elsberg, of New York, 
who spoke from his very large experience of over 200 
cases, by de Martel, of Paris, and Jurasz, of Posen. 
In the subsequent discussion, Prof. A. Young 
(Glasgow), Mixter (Boston), and Lambert Rogers 
(Cardiff), among others, spoke. The caution urged 
in the use of lipiodol was notable, and Elsberg said 
that in a long series of cases it had only been used in 
5 per cent. Prof. Young drew attention to the 
difficulties associated with multiple and with 
metastatic tumours. Leriche urged the claims of 
osteoplastic laminectomy, especially in the cervical 
region, and Lambert Rogers, in a lucid communica- 
tion, endeavoured to enumerate the factors which had 
a bearing on the question of prognosis after operation. 
The last question, discussed on Friday, was Recent 
Progress in Anesthesia. In this a careful paper was 
presented by Ishikawa (Japan) whose investigations 
on local anesthesia in animals largely proved the 
well-known conclusions reached by Lennander, of 
Upsala, years ago. The report by Jurasz (Posen) was 
careful and complete, while that by Anschiitz (Kiel) 
on Avertin was moderate in tone and helpful. 

The scientific sessions were very well attended, 
and it was remarkable how interest was sustained 
throughout despite the polyglot assembly. Of course 
there was the usual difficulty of restraining ardent 
speakers to something like a reasonable time limit, 
and this reached a climax when one member, who was 
allotted 5 minutes, continued for 25! Copies of many 
of the papers were distributed at the congress, each 
with a short summary in each of the six official 
languages. Eventually, these, with others, will be 
issued in a volume or volumes of 2000 pages which 
will be distributed gratis to each member. 


OTHER ACTIVITIES. 


In the anterooms of the Senate House there was an 
exhibition of surgical instruments, books, &c«. Among 
these was a notable exhibit from the National 
Surgical Instrument Factory which has beep 
established at Toledo, truly an example of the 
conversion of bayonets into ploughshares. On 
Thursday and Friday mornings at 9 o’clock operative 








sessions were arranged at the hospital clinic of the 
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faculty of medicine, and it was an inspiration to see 
many of the surgeons whose names are bywords in 
Europe riveted on the work in hand, though probably 
this critical audience had an appreciable effect on the 
operators. In another hospital, Prof. Recaséns 
also conducted an operative session. 


On Wednesday morning the members of the 
congress paid a visit to the University City which is 
being erected in the suburbs, and where in a large 
settlement accommodation of every kind is being 
provided for 2000 students of the medical faculty. 
This includes not only all the requisites for teaching, 
laboratories, &c., but residential quarters, and an 
enormous stadium. Social functions were innumer- 
able and commenced with a reception, on the night 
of our arrival at Madrid, at 10.30, which for that 
city, is quite a reasonable hour. At this and all 
similar functions an ample midnight meal was 
provided, euphemistically called “lunch,” which 
is a very popular word on the menus in the capital 
of Spain. This was invariably followed by dancing, 
which was carried on until 2 or 3 o’clock in the morning. 
Those of us who were expected to be present at some 
academic function on the following days, commencing 
not later than 9 o’clock, could well understand the 
sentiments of Sancho Panza when he declared “ thrice 
blessed be the man who first invented sleep.”” Other 
social functions included a reception at the National 
Palace by the President of the Republic, a reception 
by the mayor at the town hall, and a gala performance 
at the theatre. An excellent entertainment and 
reception was provided by the president of the 
congress, de Quervain, where we were introduced to 
a wonderful exhibition of Andalusian dancing and 
music. This and other entertainments innumerable 
were brought to an end with a final “ Banquet of 
Closure ” which was an enormous affair which every- 
body with their ladies attended. Here the speeches 
were limited, for the banquet itself did not commence 
until 10 o’clock, and if, as at other congresses, every 
delegate had been expected to reply for his country, 
then we must have gone on till the following day at 
breakfast time. But the occasion was not wasted 
by our hosts, for the Minister of Public Instruction 
and again the Mayor of Madrid, took the opportunity 
of doing a little propaganda on behalf of the new 
régime. 

Perhaps the most pleasant part of all the 
congress was the informal meeting of friends, and, 
indeed, this sort of thing is probably the most useful 
function of any congress of the kind, for it is a great 
privilege to meet in the flesh men whose surgical 
names are known the world over, to renew friendships, 
and to make new ones. Nothing is more likely to 
promote international good feeling, for truly surgery 
knows no frontiers, and one soon learns that there are 
caballeros in every land. It is a great pleasure to 
pay a tribute to the cordiality with which the congress 
was treated on all hands, and those who took part must 
feel grateful to Prof. Recaséns, the president of the 
local committee, and to his collaborators, and to 
Prof. Lozano, of Saragossa, whose privilege it was to 
first issue the invitation for the congress to visit Spain. 

The next meeting has been fixed to take place in 
Egypt in 1935. Prof. Anton von Eiselsberg, of 
Vienna, is president-elect, and the following are the 
subjects already selected for discussion: (1) The 
Surgery of the Parathyroids; (2) The Non- 
Malignant Diseases of the Colon; (3) The Lumbar 
Sym; athetic. In addition there will be a fourth 
subject to be chosen by the executive, and this 
will probably deal with some aspect of tropical disease. 
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ROBERT MATTHEW BRONTE, L.R.C.P., 
L.R.C.S.I., D.P.H. 

Dr. Robert Matthew Bronté, whose death we 
announced in our issue of last week, was a northern 
Irishman, born at Armagh and educated at the 
Royal School there. He commenced his professional 
career in the old-fashioned way as an apprentice to 
a medical man in Inniskillen, and completed his 
medical course in Dublin, qualifying with the double 
diploma in 1907, while in the following year he obtained 
the D.P.H. of the Irish College of Surgeons. He 
made no attempt to obtain any academic distinction, 
but immediately showed his practical interest in 
subjects familiarity with which gave him afterwards 
his public position. He became a demonstrator at 
the Royal College of Surgeons and held private classes, 
which were very popular among students entering 
for examinations. He lectured on public health 
and familiarised himself with the analytical side of 
the chemistry required, while he also assisted at one 
time the professor of chemistry in the College. This 
led to his holding the appointment in Ireland of 
Crown Analyst,a post which he held until he came to 
England ten years ago and went to live in Harrow. 
He became here pathologist to the Harrow Hospital, 
a post which he combined with that of pathologist 
to the Samaritan Free Hospital for Women. He 
showed himself particularly interested in all questions 
of forensic medicine and this led to an increasing 
association with the coroner’s court in the Western 
District and elsewhere. He was frequently of 
considerable help to coroners who, in London 
especially, find considerable difficulty in getting 
assistance in the performance of post mortems. 
Most of the pathological specialists in London hold 
full time appointments connected with the teaching 
schools or under the L.C.C. and are not available 
to help coroners in this direction. Dr. Bronté 
undoubtedly provided the London coroners with 
expert assistance on many occasions, but he had no 
official connexion whatever with the Home Office, 
and the description of him as the “ Home Office 
expert,” frequently used in newspapers, placed him 
occasionally in an unpleasant situation with the 
Government Department. He was never invited to 
assist the Crown in medico-legal work except in cases 
where he had already performed the post-mortem 
examination at the instance of the coroner, when, of 
course, he gave his evidence as any other medical 
practitioner would have done. He was concerned in 
many causes celébres and proved himself a good 
witness. In big criminal trials it is always important 
that the defence should have expert legal advice 
and Dr. Bronté acted in this capacity on many 
occasions. Although in the two most sensational trials 
with which he was concerned he failed to shake the 
belief of the juries in the guilt of the accused, his 
knowledge of pathology was considerable, and he was 
making good use of his experience when he died on 
March 22nd, at the comparatively early age of 52. 





THE LATE DR. G. B. HILLMAN. 


Tue following appreciative note upon Dr. G. B. 
Hillman, whose death was chronicled in THE LANCET 
last week, reaches us from Dr. Wardrop Griffith : 

“« By the death of Dr. G. B. Hillman a great loss has 


fallen upon the West Riding, for Wakefield has lost 
its Member of Parliament, a justice of the peace, and 
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one of its former mayors; the Local Medical and 
Panel Committee is deprived of its greatly respected 
chairman ; and a large circle of personal friends and 
patients will have to lament the passing of one in 
whom they had learned to place great trust and who 
stood very high in their affection. During his 30 
years at Castleford he conducted a large general prac- 
tice and he stood high, and most deservedly so, in the 
trust of his patients. In his public work he was most 
painstaking and conscientious, and everyone felt that 
when he expressed an opinion it was the result of 
careful thought. In no capacity did his work command 
the respect of his professional brethren in a greater 
degree than in his conduct in the chair of the Local 
Medical and Panel Committee of the West Riding of 
Yorkshire. Invariably courteous and patient, he 
encouraged the fullest expression of opinion on the 
part of all the members, but with tact he seemed to 
guide the meeting in the right direction and to secure 
a large measure of agreement in many a difficult and 
controversial matter.” 

A service was held at Holy Trinity Church, 
Wakefield, before the interment at Castleford, and 
this was largely attended by representatives of 
various public bodies and by a large number of medical 
men from the wide area of the West Riding. 


MEDICAL NEWS — 


University of Leeds. 


At recent examinations the following candidates were 
successful :— M.D. 


Mildred I. Ealing. 


A. B. Pain. 

FINAL EXAMINATION FOR M.B., CH.B. 

Part I.: F. Badrock, G. W. Blomfield, Kathleen 8. Bruce: 
F. L. Cane, Y. Carasik, C. D. Clark, O. k. Fisher, J. Gibson» 
L. Goldwater, 8S. I. Leshinsky, Vida L. Liddell, E. Lodge: 
K. O. Milner, J. T. Rhodes, R. T. Rushton, W. ag D. 
Thackray, W. H. Tod, N. Wood, and W. Zemsky. ) 
H. Agar, Doris B. Brown, E. Gledhill, Gwendolen Harrison, 
H. Hart, F. R. W. Hemsley, Ruth Hooton, A. G. James, E. A. 
James, F. C. Leach, I. Macpherson, J. Q. Mountain, I. Rosen- 
berg, L. W. Russell, and M. Shankhla. Part III.: E. Gledhill 
(First Class Honours), Doris B. Brown (Second Class Honours), 
H. Agar, Gwendolen Harrison, H. Hart, Ruth Hooton, A. G. 
James, I. Macpherson, J. Q. Mountain, I. Rosenberg, L. W. 
Russell, C. K. Shain, and M. Shankhla. 


FINAL EXAMINATION FOR L.D.8. 
Muriel Barnby, G. L. B. Fillingham, and J. Jackson. 
D.P.H. 


CH.M. 


J. F. Galpine. 
F. E. Kingston. 


Royal College of Surgeons of Edinburgh. 
The following candidates, having ba non the requisite 
examinations, have been granted the diploma of L.D.S. :— 
Maurice Goldfar, G. A. ax R. C. Stanger, R. A. F. 
Murdoch, William Arbuckle, K. P. Whaley, and William Elgey. 
Progress of Cremation. 


Presiding at the annual meeting of the Cremation Society 
in London on March 16th, Mr. Murray Phelps said that 
when it was remembered that every year something like 
half a million bodies were buried in our midst, it was cer- 
tainly remarkable that no legislative measure of reform 
had been attempted since the Burial Act of 1885. One 
cemetery in the heart of London, which was opened in 
1840, and in which over 155,000 burials had taken place 
in the following half century, was still being used for inter- 
ments. Public money which could be more usefully 
employed was being spent in the wasteful acquisition of 
large areas of valuable land for purposes of burial in and 
around large centres of population. With a view to bring- 
ing cremation within the reach of wider sections of the 
population, nearly every cremation authority had adopted 
a reduced scale of charges for persons insured under the 
National Health Insurance scheme and their dependants. 
The annual report showed that there were now British 
crematoria,and that the number of cremations had increased 
from 4533 to 5195 during the year. This figure, how- 
ever, represented only 1 per cent. of deaths, which showed 
how little progress cremation had yet made here as com- 
pared with Central Europe and Scandinavian countries. 


D.P.M. 
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University of Liverpool. 

Dr. Herbert Roaf, professor of physiology in the London 
Hospital Medical College, has been invited to —- appoint- 
ment to the George Holt chair of physiology in the Univer- 
sity,in succession to Prof. J. S. onald, who will retire 
at the end of the present session. 


Osler Club. 


At a meeting of this club on March 24th, Sir Robert 
Philip gave an address entitled Robert Koch's Discovery 
of the Tubercle Bacillus: Some of its Implications and 
Results. A vote of thanks was proposed by Dr. W. G. 
Willoughby, president of the British Medical Association, 
and seconded by Dr. William Stobie, mayor of Oxford. 


Royal Society of Arts. 

Prof. J. C. Drummond will give three Cantor lectures 
before this society (John-street, Adelphi, London, W.C.) 
at 8 P.M. on Mondays, April 18th and 25th, and May 2nd. 
His subject will be Recent Researches on the Nature and 
Functions of Vitamins. 


Paddington Medical Society. 

Ata moung, of this society on April 12th a debate on 
a State Medical Service will be opened by Mr. Somerville 
Hastings and Sir Ernest Graham-Little. Dr. G. C. Anderson 
(deputy medical secre’ , British Medical Association), 
Dr. A. bs hag (secretary, Medical Practitioners’ Union), and 
Dr. C. L. tteson (secretary, London Panel Committee) 
have promised to speak. The hon. secretary's address is 
23, Westbourne Park-road, London, W. 2. 


Hospital Libraries. 

Dr. Barrie Lambert, chairman of the central public health 
committee of the L.C.C., will take the chair at a meeting 
to be held at the County Hall, Westminster Bridge, S.E., 
at 5.30 P.M. on Friday, April 29th, to discuss Hospital 
Libraries and Librarianship. The kers will include 
Lord Gorell, Dr. H. A. Powell, Dr. W. J. T. Kimber, and 
Mr. C. Hagberg Wright, LL.D. Further information may 
be had from the organising secretary, British Red Cross and 
= of St. John Hospital Library, 48, Queen’s-gardens, 


Medical Advisory Board for Blind Masseurs. 

The Association of Certificated Blind Masseurs has formed 
a medical board to advise on the extension of training of 
blind masseurs and masseuses. It will consist of Dr. L. 
Danyers Bailey, Dr. C. C. Worster-Drought, Dr. F. D. 
Howitt, Dr. W. Kerr Russell, Mr. P. Jenner Verrall, Mr. A. 
Mace (representing St. Dunstan’s), and Mr. P. L. Way 
(representing the council of the Association and the Massage 
School of the National Institute for the Blind). The secre- 
tary is Mrs. F. Chaplin Hall. 


Demonstrations of Contraceptive Technique. 


The Society for Constructive Birth Control and Racial 
inform us that at 2.30 P.M. on wennenieg, 
April 6th, demonstrations of contraceptive technique will 
be given at their clinic to medical practitioners and senior 
medical students who will be given an opportunity of 
practising under tuition a variety of methods. Application 
should be made to the hon. secretary of the society at 
108, Whitfield-street, London, W.1. 


Dr. Alfred Cox Testimonial. 


At the invitation of Sir Arthur Cope, a few members of 
the executive committee of the Fund attended at his house 
to see the portrait painted of Dr. Alfred Cox before its 
transfer to the Royal Academy on April 4th next. The 
opinion was unanimous that Sir Arthur Cope had caught, 
in a pleasing manner, the personality of Dr. Alfred Cox, and 
this was expressed to him on behalf of those present by 
Sir Ewen Maclean, chairman of the executive committee, 
and endorsed by others present. 


Worthing Hospital. 


The report of this institution, presented at the annual 
meeting on March 21st, showed an increase alike of in- 
patients and out-patients. Referring to the fact that 
more work is placed on the honorary medical staff, the 
governors said that ‘if only the public were more fully 
aware of the time and skill voluntarily given by the medical 
staff, we feel sure it would make a greater effort to supply 
the funds required to back it up.” The report showed 
that it was for want of funds that only 67 of the 78 beds 
could be properly staffed and used ; and it was considered 
that with a population of over 50,000 people, there should 
be more than 700 annual subscribers. Compared with 
deficits of £1688 and £1325 in 1929 and 1930 respectively, 
the year’s working showed an adverse balance of only 
£65; this was due to various special efforts on behalf of 
the hospital and to the exercise of the strictest economy. 
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Medical Diary 


SOCIETIES. 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TURSDAY, Avett 5th.—5.30 P.M., ORTHOPADICS. | (Cases 
at 4.30 W. H. Ogilvie: 1. Fracture EN 
Tuberculous Disease of Pubis 
H.J. Seddon : 5. Successful Arthroplasties in old 
Case of Still’s Disease. Mr. N. St. J. Buxton: 4. Patho 
logical 8 n of Tey of Tendon Sheath. 
Mr. E. Brockman : Post-operative Result of 
a Shown Previously. as E. eR Jebens : 
- Myeloma of Tendon Sheath. Mr. C. Elmslie : 
. Traumatic Dislocation of the Hip Followed by 
Coxa Plana. Other cases will be shown. 
WEDNESDAY.—5 P.M., HISTORY OF MEDICINE. Dr. Ernest 
Jones: Medical, Theol osical, and Popular Views 
Concerning the Nightmare Glocussion will follow 
in which 4 
there will take 


m): 
De Fabrica. 8.30 P.m., SURGERY. Paper: R. 
Kelly : The Use of the Cinematograph in t in the s Teaching 
of Surge: — will be shown y and 
Mr. W. . Ogilvie 
THURSDAY.—8 P. M., TROPICAL DISEASES AND PARASITOLOGY: 
MEDICINE. Discussion: The Megalocytic Anzmias of 
and Non-tropical Countries. Openers : 
Dr. N. Hamilton Fairley, Dr. Lacy Wills, Dr. ¢ G. 
Goodhart, and Dr. L. J. Witts. The 
eel ‘by an an illustrative Demonstration by Dr. 
‘air Members of the Sections of 
Obstetrics and Grineileny and Pathology are specially 
invited to attend. 
FRIDAY.—5.30 P.M., CLINICAL. (Cases at 4.30 P.M.) 
WEST KENT MEDICO-CHIRURGICAL SOCIETY, Miller 
General a | Greenwich. 
Fripay, hy 8th.—8.45 P.m., Mr. A. Walker: Danger 
Signals in Midwifery Practice. 
MEDICAL SOCIETY FOR THE STUDY OF VENEREAL 
ISEASES, 11, Chandos-street, Covengihsamans, w. 
April 8th.— 8.30 P.m., Sir William Willcox: 
Jaundice and ‘Antisyphilitic Treatment. 
on. 





P.M.) ue. 
Cervical Spine. 
Mr. 


Feast, 
Toxic 


a. ADDRESSES, DEMONSTRATIONS, &c. 
WEST LONDON HOSPITAL POST-GRADUATE COLLEGE: 


Hammersmith-roa 

Monpbay, April wT b 10 A.M. to 1 P.M., Gynecological 
Ward. Wards, Genito-Urinary Operations, 

kin Soqgrnest. 2 to 4 P.M., Operations, Surgical 


guaed Gyneco 
Out-patients. 15 P.M. (Lecture) Sir 
mepeemem ¢ of as ay and Labou 
TUESDAY.—10 A.M. edical Wards, Surgical 
Demonstration, Throat "Operations, Dental er 
ment. 2 P.M. to 4 P.m., Operations, Medical, Surgical, 
and Throat Out-patients. 4.15 P.M. (Lecture) : 
Mr. Tyrrell Gray : Visceroptosis. 

WEDNESDAY.—10 A.M. to 1 P.M., Medical Wards, Children’s 
Medical Out- nts, 2 P.M. to 4 P.M., Gynecol 1 
Operations, Medical, Surgical, and Eye Out-patients. 
4.45 P.M., Venereal Diseases Demonstration. 

THURSDAY.—10 A.M. to 1 P.M., Neurological Out-patients, 

racture Demonstration. 2 P.M. to 4 P.M., Operations, 
ery ag cots Genito-Urinary and Eye Out-patients. 
): Dr. Scott Pinchin: Diagnosis 

na Eccatipant of Pulmonary Tuberculosis 

Fripay.—10 a.m. to 1 P.M., Medical Wards, ‘Skin Out- 
Patients, Dental Department. 12 noon, Medical 
Lecture. 2P.M.to4P.Mm., Operations, Medical, Surgical, 
and Throat Out-patients, | 4.15 P.M. (Lecture): 
Dr. Redvers Ironsi Hands. 

Sorqpes. —9 A.M. to 1 P.M., Throat Operations, Medical 
Wards, Surgical and Children’s Medical Out- patients. 

lectures at 4.15 P.M , on Mondays, Tuesdays, 

Thursdays, and Fridays are open to all medical prac- 
titioners without fee. 

ST. one HOSPITAL, Henrietta-street, Covent Garden, 


WEDNESDAY, April 6th.—3 Pp.m., Mr. C. Morson: Calculous 
Disease of the Urinary Tract. 
ST. ganze HOSPITAL, City-road, E.C. 
THURSDAY, April 7th.—4.30 P.M., Dr. Cuthbert Dukes : 
Classification of Cancer of the Rectum. 
CENTRAL LONDON = ROAT, NOSE AND EAR HOSPITAL, 
Gray’s Inn-road, W.C 
FRIDAY, April 8th.—4 P. M., Mr. F. W. Watkyn-Thomas: 
Points in the Acute Mastoid Operation. 
SALEORD ROYAL HOSPITAL. 


THURSDAY, April 7th.—Dr. C. J. Langley : Demonstration 
of Cardiac Cases. 
MANCHESTER ROYAL INFIRMARY. 
TUESDAY, April 5th.—4.15 P.m., Prof. S. L. Baker: Post- 
mortem Findings in Gomes of Cardiac Failure. 
FRIpAY.—4.15 P.M., Mr. . Buckley : Demonstration of 
Surgical Cases. 


ANCOATS HOSPITAL, Manchester. 


THURSDAY, April 7th.—1.15 p.M., Dr. E. W. Twining: 


Radiology of Brain Lesions with Special Reference to 
Tumour. 

ROYAL MATERNITY AND WOMEN’S HOSPITAL, Glasgow. 

WEDNESDAY, April 6th.—4.15 P.M., 


Prof. James Hendry : 


Vacancies 





For further information refer to the advertisement columns. 


Altrincham General Hospital—Jun. H.S. At rate ot. Gee. 

a. Royal Buckinghamshire Hospital.—Res. M.O 
rate of £2 

Babies’ Club, Chelsea. — Asst. 

B H for Children, 1, Clapham-road, S.W.—Two 
H.P.’s and One H.S. Each at rate of £100. 

Birmingham, Dudley-road Hospital.—G ynecologist and 
Obstetrician. #2750. 


Birmingham, Little Bromwich Hospital for Infectious Diseases.— 
Blackbur Ao 7 hee. F *. H.8. #150. 
rn — n —Four 

ee s hegoe » Wandsworth Common, S.W.—H.S. At 
rate o 

General Hospital, Derby-road, Bootle, near Liverpool.—Hon. 

for Ewa ond ar 
Brad Eye and Ear Hospital.—Jun. H.S. £150. 
Steyning Institution.—Asst. M.O. sr 0. 

Bristol E ye Hospital .—Hon. Ophth. Surgeo 
Teeten-on- Trent Oe General Meo es — ta. is £150. 
Cancer ca Fulham-road, S.W .—H.S. “At rate of £100. 


City for Diseases AA prams and Lungs, 
Fhesgnion Park —H.P. At rate of £10 

Colchester. | Essex Cour ospital. e 8. Zi75. 
nae, My ital, Walthamstow, E.—Sen. Res. H.S. At rate 


At 
. for General Surgery. £150. 


pr Derbyshire Hospital for Sick Children.—Res. H.S 
pai Rakes Royal I H.S 
ire nfirm.— 

Dover Borough.—Asst. M.O.H. £650. 

Exeter, Devon County Council. years, ~ Medical Inspector. £500. 

Hastings, Royal East aad H n.H.S. At rate of £100. 

H oY peal ym ar Gaae of the Chea, Brompton 
W .—Res. 


At rate ey £50. 
Hospital for peeee and Paralysis, Maida Vale, 
M.O. and At rate of £150 and £100 respectively 
Also Med. Reg. £100. 


eee > for Women, Soho-square, W.—Res. M.O. At rate of 


Ifort. King George Hospital.—H.S. At rate of £100. 
ipo, tons Suffolk and Ipswich Hospital.—H.S. 


Johannesburg Hi , South Africa.—Radiologist. £1500 
nfirmary.—Sen. and Jun. Res. H.S.’s. 


and H.P. 


neaster Royal "2175 
and £130 yg ee 
Leamington Spa, Warneford General Hospital.—Res. H.S. £165. 


Liverpool, City Infectious Diseases H osp.—Asst. Res. M. ‘0. £250. 
Liverpool, Hahnemann Hospital, Hope-street.—Res. M.O. At 


rate of £100 

Li District Hospital for Diseases of the Heart.—H.P. 
t rate of £100. 

London Clinic and Nursing Home, 20, Devonshire-place, W.— 
Asst. House Governor. 


| onder H Medical College, E.—Hutchinson Triennia? 
ze, 
Maidstone, Kent ent Ci Ophthalmic and Aural Hospital.—H.S. 
to Ear, ee, oa roat Dept. At rate of £200 
Manchester, Ancoats Hospital.—Med. Reg. for Out- atient oom. 
Manchester’ abies Hospital, eet = lane, Le Lenaiel ulme.—Med 
< 


Manchester, City.— Asst. Tuber. O. £650. 
Manchester, Children’s Hospital, Pendlebury.— Res. M.O. 
At rate of £125. 

Manchester, St. Mary’s Hosps.—Three H.S.’s. Each at rate of £50. 


a“ , Royal Sea no gy! Hospital.—H.S8. At rate of £200. 
ae = Municipal Hospital.—Res. H.P. At 

rate of £17 
Miller General Hospital, Greenwich-road, S.E.—Asst. Surgeon to 


the Genito-urinary Dept. 
wee oe Hospital, Hampstead-road, N.W.—Surg. 
Northam | a —H.S. At rate of £150. 
Oldham Infirmary.—H.8. £1 15. 
Paddington Green Children’s “Hospital, W.—H.P. and H.S. 
Each at rate of £150. 
Preston, La 
Preston, Wrighti 


£800. 
£200. 


ire County Council.— Asst. County M.O. 
Hospital, os Te Asst. M.O. 


Readi , a Hospital.—Res. Asst. M.O._ £300. 
and .—Jun. H.S. £200. 
Rochester, St. Bartholomew's H ital.—H.S. At rate of £175. 


Romford, ‘old ——— ——— —Jun. Res. M.0. £200. 





Royal Eye wy rm George’s Circus, Southwark, S.E.—Sen. 
and y= 8. at rate of £150 pad Spa pareve. «= 

mee! a. Hospital, oy * 8 oa C.—Res. Cas. O. Also 

s.M.O. Eac’ 

Royal Ties Ophthalmic sential, City road, E.C.—Out-patient 

Officer. £100. 
oyal Naval Medical Service.—Vacancies. 

Salford, a ~’ ital—Res. M.O. £400. 

Salvation Arm wo. Hospital, famer Clapton-road, Clapton, 
E.—Jun. At rate of £6 


Southampton, Children’ ‘3s Hospital and , for Women.— 
Res. M.O. At rate of £100. 

Si Ro: South Hants and Southampton Hospital.— 

H.S. At rate of £150. 

Sutton, Surrey, Sutton and Cheam Hospital.—Res. M.O. At rate 


f £150 
oF Ophthalmic Hospital, Marylebone-road, N.W.—Sen 
Res. and Jun. Non-Res. HS. wrt rate of £150 and £100 


respectively. 
W orcester + nae My IB and City Mental Hospital, Powick, near 
Worcester Asst. M.O. and Deputy Med. Supt. £600. 
The Chief Ins r of Factories announces vacancies for 
Certi 


fying Factory Surgeons at Meltham (Yorks.) and at 





Obstetrical Cases. 





Newtyle (Forfar). 
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NOTES, COMMENTS, AND ABSTRACTS 








ASPECTS OF AMGBIASIS. 


MvcH valuable information is to be found in three 
papers !** on amcebiasis which have reached us in 
reprint form since the appearance of our last annota- 
tion on Ys subject. 


Dr. Manson-Bahr! analyses 329 proven 
cases of intestinal amoebiasis treated by him between 
1920 and 1931 in the Hospital for Tropical Diseases 
in London. These comprise acute and chronic 


| 





AMEBIASIS OF THE LIVER, 

A second paper by Dr. Manson-Bahr and one by 
Mr. T. P. Kilner both deal with amecebiasis of the 
liver. Emphasising the extraordinary number and 
variety of signs and symptoms which may be mani- 
fested the former’ recalls the dictum of Sir Patrick 
Manson that the diagnosis of liver abscess should 
always be carried at the back of one’s mind. To 
quote figures, out of 45 cases only 3 showed any 
external bulging in the chest wall. In 40 cases the 





examples of the disease, but as would be expected 
in tropical om in this country cases o 
duration and extreme chronicity predominate. This 


is especially so in this series which includes many | 
ex-Service men and pensioners who sought treatment | 


in the years immediately after the war. 
TREATMENT. 


Taking the various remedies seriatim, Manson- 
Bahr offers the fruits of his experience with each. 


He says of emetine injections: ‘‘ Though the imme- | 


diate effects of therapeutic injections of emetine are 
striking enough, yet this drug alone does not eradicate 
the infection.” This is an important point which 
deserves more general recognition, especially abroad, 
if relapses in these cases are to be avoided. While 
emetine injections have a dramatic effect in acute 
and early stages of the disease, cases which are 
chronic and old-standing show poor results when so 
treated, and, more important still, those acute cases 
which were apparently ‘ cured” initially often 
relapse within 12 months, or suffer from hepatitis 
and liver abscess later. There appears to no 
relation between the total dosage and the relapse 
rate, for recurrences occur even in cases which have 
actually manifested signs of emetine poisoning. 
This point was investigated by Manson Rennie.* 

With the introduction of emetine 
(E.B.I.) therapy better results were obtained, but 
here again there were relapses in cases treated with 
this drug alone. Of Manson-Bahr’s series of 134 
cases thus treated 10 relapsed within 6 weeks, and 
3 after as many as 9 separate 30-grain courses of 
E.B.1.—an indication of ‘‘ emetine-fastness ’’ on the 
part of Entameba histolytica. Three cases were 
subsequently readmitted with liver abscess. 

In 1925 a new drug called yatren was tried in this 
country. It consists of a close combination of iodine 
with oxyquinolin-sulphonic acid and 20 per cent. 


sodium bicarbonate, the iodine being so firmly com- | 
bined that it is not split off by boiling, nor decom- | 


— in the body. It can be administered in the 
orm of pills or cachets, or by enema, the last being 
the method of choice when it is given in a 2$ per cent. 
solution. Between 1926 and 1931 no less than 
181 patients were given combined E.B.I. and yatren 
treatment. 
were such an advance on anything heretofore 
achieved that it will probably be many years before 
the method is superseded. Only two relapses were 
reported in this series, both of which yielded to a 
second course successfully. 

Emetine per-iodide, a less nauseating drug, finds a 
place in the treatment 


specific but has a place in “*‘ after-treatment.” 

In conclusion, Manson-Bahr raises an important 
question in asking what criterion should be taken in 
assessing a definite cure. He is clearly right in 
believing that time alone can show, after testing 
various forms of treatment on a large number of 
proven cases. 
were found in stools or sigmoidoscopic scrapings in 
all the cases he analyses. 








1 Proc. Roy. Soc. Med., 


1931, xxiv. (Sect. Trop. Dis., p. 46.) 
* Ibid., ) 


1931, xxv. (Sec. Trop. Dis., p. 1. 
* Ibid., p. 10. 


*THE LANCET, 1931, ii., 1419. 
* Ibid., 1922, ii., 1374. 


long | 


-bismuth-iodide | 


The results of this combined method | 


of women and the more | 
debilitated subjects, combined with yatren lavage. | 
Stovarsol, so popular on the continent, is a doubtful | 


Active or cystic forms of E. histolytica | 


abscess was situated postero-superiorly in the right 
lobe—a fact which gave rise to discussion as to why 
that should be the site of election. In 45 per cent. 
of cases E. histolytica was found in the stools. The 
utility of radiography is emphasised, particularly in 
the demonstration on screening of elevation, fixation, 
or limited diaphragmatic movement on the affected 
side. ‘‘ Doming”’ of the diaphragm was evident in 
| one-third of the cases. 

Manson-Bahr puts forward an interesting theory 
| of the formation of liver abscess. He holds that it 
| arises by the formation of necrotic foci in so-called 
| hepatitis. Each focus consists of a “nest” of 
| amoebae, probably formed by fission of one original 
| penetrating amoeba, lying in the centre of each 
| necrosing area. An early suppurative stage follows 
| which may occur independently of active bowel 
| infection. The necrotic tissue cytolised by the 
| action of the amobe is sterile in a bacterial sense, 
| and the amcebe being still active are vulnerable to 
/emetine in this stage, and the necrosis resolves 
| without drainage. In the next stage the abscess 
| cavity contains sterile pus and the lining walls active 
/amoebee, and therefore aspiration plus emetine 
| therapy will do good. The final stage is one in 
| which—possibly from lack of oxygen—the amcebe 
| are no longer active, the cavity is large, and secondary 
| infection via the blood stream occurs. Open opera- 
| tion then becomes the only method of treatment, 
| and later combined E.B.I. and yatren may be used 
| to prevent reinfection from any uneradicated bowel 
| infection. 

Both writers describe the various measures of 
| aspiration in detail, and Mr. Kilner* describes the 
| technique of the open operation. He compares the 
uninfected amoebic abscess with the cold tuber- 
culous abscess, and points out the similarity in treat- 
ment by aspiration in both conditions. Exploratory 
needling is the first step in surgical treatment, and 
the striking of pus also clinches the diagnosis. Once 
| pus is found aspiration can be proceeded with and, 
if necessary, open operation performed. 

For needling and aspiration local anesthesia 
suffices as a rule, and causes no distress to the 
patient, even when as much as 14 to 2 pints of pus 
are aspirated. Sometimes, however, pain is felt by 
the patient, and may be of two types. It may be 
| either short, sharp, and due to needle pressure on a 
| tightened liver capsule, or on the diaphragm, or 
| persistent, cramp-like, and referred to the right 
| shoulder. The latter type calls for general anws- 
thesia, and gas-and-oxygen apparatus should be kept 
close at hand. 

Potain’s aspirator is the best type to use when 
|much pus requires aspiration, and with patience 
|and care little blocking of the cannula by debris 
is found to occur. Where secondary infection is 
established the open operation with rib resection is 
essential. 

These papers epitomise in plain language the most 
modern methods in treatment, ” ‘th medical and 
| surgical, of intestinal and hep» ameebiasis. It 
remains for the medical professi in general to get 
these cases under treatment ~ : Fortunately it 
is beginning to be realised t* *biasis may often 
be encountered in the ter «ec zone as well as in 
| the tropics and subtropics,* and the condition is 
‘ correspondingly less often overlooked. 








—— 


asda aalUd 
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**LOOSE MILK.”’ 

A COMMISSION of inquiry in New York City has 
ay had no difficulty in deciding that loose 

ilk—i.e., milk not sold in bottles or sealed receptacles 
—is a danger to health. A series of excellent photo- 
graphs published in its report ' illustrates the various 
ways in which contamination may take place. At 
the same time the arguments in favour of the retention 
of milk in this form are set out very fairly and at~ 
length. The main one is the low cost, and in a survey 
it was found that of poor families about half used 
loose milk and that half of all the milk they used 
was of this type, compared with less than a quarter 
for the entire market. The report includes the results 
of bacteriological examinations of loose milk and a 
comparison with those of bottled milk. The com- 
mission considered various devices for diminishi 
the dangers of loose milk but found none satisfactory. 
It comes as rather a surprise to learn that loose milk 
is still purveyed in more than 62,000 retail establish- 
ments in New York City ; this includes 19,121 
grocery stores, 16,958 restaurants, and 12,863 con- 
fectionery stores. In a particular month (February, 
1927) the loose milk sold was about 47 per cent. of the 
total distribution of the metropolitan area. The 
commission recommends that the sale of loose or 
eet milk not consumed on the premises be pro- 
hibited, and it advocates a general drastic reduction 
in the sale of loose milk. 


A FRAUDULENT YOUNG PERSON. 
To the Editor of THE LANCET. 


Sir,—A paragraph appeared under the above 
ing in your issue of Feb. 27th, p. 494, which 
leads me to write to thers A begging-letter writer, 
signing as Jean M. Aldridge, is using my name as a 
means of approach to medical practitioners. I wish 
to say that she is entirely unknown to me, but 
I understand that she is quite well known to the 
Charity Organisation Society, who recommend that 
those who receive her appeals should communicate 
with the police. 
I am, Sir, yours faithfully, 
. J. FENTON. 
Stockwell-road, 8.W., March 30th, 1932. 


ALCOHOL IN FEVER HOSPITALS. 


IN various publications in the last few years 
Dr. J. D. Rolleston has cast legitimate doubts upon 
the value of alcohol in treatment. He abandoned its 
therapeutic use over a quarter of a century ago and, 
after his appointment as medical superintendent of 
the Western Hospital, under the London County 
Council, he was able to persuade his colleagues also 
to cease to prescribe it. In this hospital nearly 
2600 oz. of brandy were consumed in 1925; this 
figure fell after Dr. Rolleston’s appointment (in 1926) 
to 25 oz. in 1927, 1 oz. in 1928, pra gerne at all in 1929 
and 1930. The effect of this experiment he measures 
in the case-mortality rates,? oomaers those in the 
Western Hospital with those in all the fever hospitals 
under the Council ; in the latter, although no statistics 
of the wm ig ee are available, alcohol, it is stated, 
is still used ly, especially in the treatment of 
diphtheria, enteric fever, and in the  broncho- 
pneumonia of measles and whooping-cough. Through- 
out the four -years, 1927 to 1930, the case-mortality 
from these diseases (and from scarlet fever) was, in 
nearly every case, lower in the Western Hospital. In 
1927 and 1928, in neither of which years was alcohol 
used in the treatment of diphtheria, the case-mor- 
tality of this disease was the mee in the nine acute 
fever hospitals of the Council. Dr. Rolleston’s 
conclusion is that not only was the recovery-rate not 
lowered by the omission of alcohol from the treatment, 
but that convalescence was as rapidly attained as in 
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cases treated in other hospitals by various alcoholic 
beverages. No statistical evidence is given on this 
latter point—the rapidity of convalescence—while, as 
the number of cases u which the mortality-rates 
are based are also not given, it is not possible to apply 
—- formal statistical test as to the significance of the 

erences in recovery-rates; but, as 18 out of the 
20 case-mortality rates are lower in the Western 
Hospital, there is little doubt that, on the average, 
the experience without alcohol is favourable. On the 
other hand it may be suggested that the figures prove 
almost too much. For instance, the case-mortality 
rates (per 100) for measles and whooping-cough are 
as follows :— 


1927 1928 1929 1930 
Western Hospital 55... 57 6-5... 62 
All the Council’s Measles { 
fever hospitals C6. CE os. 1B sy 48 
Western Hospital | Whooping- 76..47 .. 150.. 50 
All the Council’s cough 
fever hospitals § 109.. 93 .. 15:3.. 7-7 


In every case, it will be observed, the rates in the 
Western Hospital are lower. If these differences are 
significant one of two conclusions must be drawn. 
Either alcohol is not only of no therapeutic value but 
is actually detrimental, so that its withdrawal results 
in a more favourable mortality-rate ; or some other 
factor is favourably affecting the mortality in the 
Western Hospital compared with the other hospitals 
—e.g., the type of patient admitted—in which case 
the experiment is not clear-cut. Inclusion of the 
absolute numbers of cases involved would enable 
Dr. Rolleston’s figures to be subjected to a more 
satisfactory critical examination, while further evi- 
dence seems essential that in the comparison between 
the Western Hospital and the other fever hospitals 
all factors likely to affect case mortality, except the 
treatment with alcohol, are equivalent. At present 
it is not clear that the presence or absence of alcohol 
in treatment is the only factor involved. 





Appointments 


City of London Maternity Hospital: WYNN-WILLIAMS, N. 

.B., B.S. Lond., Assistant Resident Medical Officer 

— D. R., M.B., B.Ch. Belf., Senior Resident Medica 
cer. 


Queen Charlotte’s Maternity Hospital: Hector, FRANcIs 
M.D., Ch.B. Bristol, Senior Resident Medical Officer 
STEPHEN, R. A., M.B., Ch.B. Aberd., Assistant Reside 
Medical Officer. CARLEss, Miss E. -» L.R.C.P. 
M.R.C.S., D.P.H., District Resident Medical Officer. 

Certifying Surgeons under the Factory and Workshop Acts: 
ANDERSON, A. J. (Pontrhydygroes. n); HEesktn, R., 
M.B., Ch.B. N.U.1. (Guisborough, Yorks.); and ROWLANDS, 
J. L., M.B., Ch.B. Glasg. (Lianaelhaiarn, Caernarvon). 


Births, Marriages, and Deaths 


BIRTHS. 


BENTLIF.—On March 20th, the wife of P. Graeme Bentlif, M.A., 
M.B., B.Chir. Camb., of David-place, Jersey, of a son. 
GARDINER-HILL.—On March 21st, at Wimpole-street, W., the 

wife of Dr. Harold Gardiner-Hill, of a son. 
HvUMPHERSON.—On March 24th, at Eccleston-street, Belgravia; 
the wife of V. W. Humpherson, L.D.S. R.C.S. Eng., of a son. 
KENDALL.—On March 2ist, at Buckingham-gate, the wife of 
A. Wallis Kendall, F.R.C.S., of a son. 


Liypsay.—On March 25th, at 47, Harefield-road, Brockley, the 
wife of Sidney S. Lindsay, M.B., B.S., D.O.M.S., of a son. 


DEATHS. 


HEBBLETHWAITE.—On March 18th, at Seven-arches, Lansdown- 
ne Cheltenham, 8S. Montague Hebblethwaite, M.D., 
PaRKER.—On March 25th, at Rodney-street, Liverpool, Rushton 
Parker, M.B., B.S. Lond., F.R.C.8S., Professor of Surgery, 
University of Liverpool, aged 84 
ROBERTSON.—On March 28th, Prof. George M. Robertson, M.D., 
F.R.C.P., F.R.C.S. Edin., aged 68. 
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N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
fl M isthe, nw age Deaths. 











